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ABSTRACT 

This report outlines what is known about the 
requirements for optimal development during the first 3 years of 
life, considers the ways in which society might reverse the trends 
toward risk for families and children, and describes the necessary 
conditions for families to function well in the interests of their 
young children. Part 1 describes "the quiet crisis," documenting the 
conditions of children and their families from the prenatal period to 
age 3, and describing how the nation neglects children in this age 
group. Factors contributing to this crisis, including poverty, abuse 
and neglect, changing family structures, and adults 1 isolation are 
discussed. Part II discusses starting points for helping young 
children, specifically, promoting responsible parenthood, 
guaranteeing quality child care choices, ensuring good health and 
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biographies of task force members and staff. Over 150 references and 
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Foreword 



nn the United States today — 
probably the most technologi- 
cally advanced, affluent, and 
democratic society the world has ever 
known — the crucially formative years of early 
childhood have become a time of peril and loss 
for millions of children and their families. 
Now, however, there is an opportunity to pre- 
vent much of this damage. A remarkable 
degree of consensus is emerging on the essen- 
tial requirements that positively influence a 
child's early growth and development as well as 
on the ways that parents and others can pro- 
vide our youngest children with a healthy start. 

The human being experiences a prolonged 
period of immaturity and vulnerability — the 
longest of any known species. During the first 
three years of life, much has to be acquired, 
much mastered, much tried and found want- 
ing, much discovered and put to use. Ideally, 
this learning time is spent in close relationship 
with adults who offer nurturing love, protec- 
tion, guidance, stimulation, and support. For 
the caregivers, it is an enduring, long-term, 
highly challenging commitment. Rearing by a 
few caring, responsive, dependable adults leads 
to strong attachments and provides a secure 
base from which the infant can explore the 
larger social and physical world. Such secure 
early attachments are essential for human 
development. 



Historically, several requirements have 
been valuable for healthy child development: 

• An intact, cohesive, nuclear family, 
dependable under stress 

• A relationship with at least one parent who 
is consistently nurturing, loving, enjoying, 
teaching, and coping 

• Easy access to supportive extended family 
members 

• A supportive community, whether it be a 
neighborhood, religious, ethnic, or political 
group 

• Parents exposed to childrearing during the 
years of their own growth and develop- 
ment through explicit and implicit educa- 
tion for parenthood 

• A perception of opportunity during child- 
hood with a tangible basis for hope of an 
attractive future 

• Predictability about the adult environment 
that enables a child to take advantage of 
opportunities in the environment 

The ancient and fundamental desire of par- 
ents to do well by their children has not 
changed, but the setting is now quite different. 
Economic, social, and demographic pressures 
affect American families powerfully. In the past 
three decades— a moment in human history — 
the change in regular patterns of contact 
between American children and their adult rel- 
atives is remarkable. Not only are their mothers 
home much less, but there h little if any evi- 
dence that fathers spend more time with their 
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children, and grandparents, too, are largely 
absent from the daily life of most children. Nor 
is quality child care sufficiently available to fill 
the gap. Powerful institutions of society such as 
business and government have done little to 
strengthen families in the rapidly changing cir- 
cumstances of the late 20th century. 

If some traditional sources of stability and 
support have become weakened by enormous 
historical changes, then how can young chil- 
dren's development best be nurtured? The 
pivotal institutions are the family, the health 
care system, the emerging child care system, 
religious institutions, community organiza- 
tions, and the media. 

Building on its long-standing concern with 
the healthy development of children and 
youth, Carnegie Corporation of New York in 
1991 established the Carnegie Task Force on 
Meeting the Needs of Young Children. The 
mission of the task force was to develop a 
report that would provide a framework of sci- 
entific knowledge and offer an action agenda 
to ensure the healthy development of children 
from before birth to age three. The thirty 
members of the task force are leaders of various 
sectors of American life — business, science, 
media, education, economics, health, child 
development, and the law. They looked inten- 
sively at the major influences affecting the 
development of children in the first three years 
of life. This distinguished group has proceeded 
with great vigor, understanding, and foresight. 
The report is broadly integrative, bringing 
together information from many different 



sources and recommending actions that cut 
across existing barriers. The focus is consis- 
tently on the experience of growing up as well 
as the experience of parents and others who 
care for our youngest children. The report 
shows clearly how the first few years can be put 
to good use for child development, health, 
education, and positive human relationships. 

I want to express my heartfelt gratitude to 
the task force for their vital contribution to the 
well-being of the nation's youngest children. 
In particular, I must single out a few people 
who made special contributions in leadership 
roles: the first chairman, Richard W. Riley, 
now secretary of education; the co-chairmen, 
Eleanor E. Maccoby and Julius B. Richmond; 
and Carnegie staff members Michael H. Levine, 
Elena O. Nightingale, Linda A. Randolph, 
Vivien Stewart, and above all Kathryn Taaffe 
Young. In years to come, people everywhere 
who care about children will have reason to 
share my appreciation. 

If the American people come to understand 
what this report says and why, prospects for the 
nation's future will improve. If there is any- 
thing more fundamental than a decent start in 
life, I wonder what it could be. 

David A. Hamburg 
President, Carnegie Corporation of 
New York 
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STARTING POINTS 



Preface 




his report draws attention to a 
much-neglected period of child- 
hood: the first three years of life. 
Although research in the past thirty' years has 
greatly enriched our knowledge of the impor- 
tance of this period, arrangements for the care 
and nurturance of our youngest children have 
not kept pace. Indeed, the life situation ot 
many of these youngest children has deterio- 
rated badly. This report outlines what we 
know about the requirements for optimal 
development during this period, considers the 
ways in which society might reverse the dete- 
riorating trends, and describes the necessary 
conditions for families to function well in the 
interests of their young children. 

Human infants usually come into the world 
with a well-organized capacity for adapting to 
their environment. Much of this capacity is 
attributable to our unique central nervous sys- 
tem. But the unfolding of the developing brain 
is not inevitable. It depends on a fostering 
environment, one that is reasonably stable 
while at the same time stimulating, responsive, 
protective, and loving. 

When nurturing conditions are absent, the 
baby becomes apathetic and loses weight. 
Pediatricians refer to this as "failure to thrive." 
This condition is easy to recognize, but less 
extreme forms of environmental deficiency can 
have negative effects that may go unnoticed 
but that may nevertheless threaten the child's 



future. In the second and third years of life, the 
teaching begins that enables children to respect 
the rights of others and restrain impulsive 
behavior that is potentially disruptive to others. 
Daily, even hourly, prosocial "lessons" need to 
be interwoven with nurturance if the child is 
to become sufficiently social to take advantage 
of later learning opportunities. 

Because the family is the main provider of 
the environment of the infant and toddler, it is 
clear that the family's care of the young child 
largely determines the child's early progress. 
Our attention to supporting the development 
of the child, therefore, must focus on family 
members: on their commitment to the child, 
their availability, and their resources. But fam- 
ilies do not function in a vacuum. The context 
in which they rear children — their economic, 
social, and community supports — has much to 
do with their effectiveness. 

Presen/ing the fabric of any society requires 
the continuous replacement of older genera- 
tions by adequately prepared younger ones. 
The society as a whole, and individual families 
within it, must provide the conditions that 
allow children to progress toward competent 
adulthood. The earliest years of life thus lay the 
foundation for all that follows. Research has 
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given us rich knowledge of development dur- 
ing this period, but we are applying this 
knowledge very poorly. Infant mortality rates 
are too high, child immunization rates are too 
low. As the nation's governors remind us, too 
many children arrive at school — or even at 
preschool- -ill prepared to learn. More chil- 
dren are born into poverty' (now almost 25 
percent of children); more children are in sub- 
standard care while their parents work; and 
more children are being reared by single par- 
ents. All these conditions increase the risks that 
children will not be adequately prepared, by 
the end of their first three years, for the next 
phase of development. 

Awareness has been growing that this 
"quiet crisis" in the lives of so many young 
children threatens not only the children them- 
selves, but also our future as a nation. In 19^1, 
recognizing the urgency of the situation, David 
A. Hamburg, the president of Carnegie Cor- 
poration of New York, appointed the Task 
Force on Meeting the Needs of Young Chil- 
dren, charging it to focus on the earliest period 
of children's lives: from the prenatal period to 
age three. This judgment reflected the race that 
this age period is perhaps the most neglected. 
There are no clearly defined institutions such 
as prcschools or schools to serve it. Instead, 
agencies that serve young children and their 
families are disparate, with health, welfare, 
educational, and social service agencies work- 
ing independently and sometimes at cross-pur- 
poses. The establishment of the task force also 
reflected the importance of this earliest age 



period as a time for establishing the foundation 
of future healthy development. The task force 
recognizes, of course, that a good start during 
these earliest years will not immunize a child 
against all the problems that may befall it at 
later times; a good start does, however, 
improve the chances that the child will be 
equipped to surmount future difficulties. 

While we recognize that all families need 
some educational and social supports, clearly 
some families are in greater need than others. 
Of necessity, therefore, the report focuses on 
the more needy families. We believe, however, 
that the nation needs to be vigilant about the 
well-being of all its young children. 

Neither the problems facing families nor 
the solutions to those problems can be neatly 
compartmentalized. In families under stress, 
problems do not come singly, and they are 
linked in complex ways. These complexities 
brought the task force to conclude that any 
proposed solutions must rest on comprehen- 
sive approaches. No single service system can 
deal with the multiple problems many families 
face. And clearly, no one model will meet the 
needs of all. There cannot be a single federal, 
state, local, or private sector solution, leather, 
resources and commitment from all these lev- 
els and sectors will be necessary. 

Through this report, we hope to raise the 
level of consciousness of the nation concerning 
the plight of families rearing young children. 
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STARTING POINTS 



Among the many challenges that face our 
n uon, wc reel that none should have higher 
priority than the adversity that many such fam- 
ilif*G face. Some of the major risk factors that 
endanger young children and their families — 
poverty, poor-quality :hild care, violence in 
the streets — are not amenable to easy or imme- 
diate solutions. Still, there are things that can 
be done in the immediate future to begin to 
reverse the alarming trends. This report focuses 
on what is possible, given current resources 
and the will to mobilize them. We can do no 
less than set to work on this agenda. Our 
nation's future is at stake. 



As the co-chairmen of the task force, we 
wish to acknowledge the devotion of its mem- 
bers to the work of the group. They con- 
tributed their time and expertise in more ways 
than wc can adequately describe. We should 
note that, because of the complexity of issues 
considered, concluding our work was no easy 
task. The pervasive mutual respect among 
members enabled us to come to a consensus. 
We are grateful to each of them. 

Several individual acknowledgments are in 
order. We are indebted to Secretary of Educa- 
tion Richard Riley, who served as the task 
force's first chair. His leadership helped in 
establishing the task force and in. charting our 
early work. We are fortunate that he has gone 
on to serve us all as the secretary of education. 
We are also indebted to Isabel Sawhill and 
Michael Wald, who left us to take up appoint- 
ments in the Clinton Administration, and to 



Ramon Conines, who left to become Chan- 
cellor of the Board of Education of the City of 
New York. 

To Kathryn Taaffe Young, who served as 
director of studies and who was the primary 
author of the report, we are all profoundly 
grateful. Out of our often rambling and diffuse 
discussions, she found coherence and lucidity 
and has created an art form to admire. 

We also add a note of appreciation to Linda 
Randolph, who served as the executive direc- 
tor of the task force until her return to Mount 
Sinai School of Medicine in September 1993. 
We are grateful for the guidance and support ot 
the Carnegie Corporation steering committee, 
which included David Hamburg, Elena 
Nightingale, Michael Levine, and Vivien 
Stewart. We are particularly grateful to 
Michael Levine for his major contribution to 
the report. 

Other Carnegie Corporation staff members 
deserve special recognition. Jeanncttc Aspden 
edited the report and managed the publication 
process. Laura Hankin provided research assis- 
tance throughout the life of the task force. The 
task force particularly wishes to acknowledge 
the invaluable contribution of Bonnie Piller, 
who typed all the many drafts of the report and 
whose tireless efforts and cheerful manner 
made the task force's work run smoothly. In 
addition, Nidia Marti, Sara Wolpert, Kathleen 
Sheridan, and Georganne Brown provided 
behind-the-scenes support. 
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The task force is grateful to the authors of 
commissioned papers and to the participants in 
the January 1993 meeting on "Services That 
Work M (see Appendixes B and C). Larry Aber, 
Sarah Brown, Joan Lombardi, Ellen Galinsky, 
Terry Bond, Eleanor Szanton, Carol Berman, 
Helen Blank, Emily Fenichel, and Ruby 
Takanishi reviewed drafts of the report and 
offered advice on ways to improve its structure 
and substance. 

Joseph Foote. Robert Hodapp, and Rima 
Shore each provided valuable editorial assis- 
tance in all parts of the report, and Sally Janin 
and Cynthia Cliff of Janin Design Communi- 
cation brought insight and inspiration to the 
design of the report. 



And lastly we acknowledge the leadership 
of the Corporation's president, David A. Ham- 
burg, in conceiving the idea of a task force. He 
showed his characteristic vision* imagination, 
and courage in marshaling Carnegie's resources 
to tackle one of the most important and com- 
plex problems facing this nation. 

Eleanok E. Macxoby 
Department of Psychology 
Stanford University 
Stanford, California 

Julius B. Richmond 
Department of Social Medicine 
Harvard Medical School 
Boston, Massachusetts 



• xii 



14 



STARTING POINTS 



Executive Summary 
Starting Points: Meeting the Needs 
of Our Youngest Children 



o 



ur nation's infants and toddlers 
and their families are in trouble. 
Compared with most other 
industrialized countries, the United States has a 
higher infant mortality rate, a higher propor- 
tion of low-birthweight babies, a smaller pro- 
portion of babies immunized against childhood 
diseases, and a much higher rate ot babies born 
to adolescent mothers. Of the twelve million 
children under the age of three in the United 
States today, a staggering number are affected 
by one or more risk factors that undermine 
healthy development. One in four lives in 
poverty. One in four lives in a single-parent 
family. One in three victims of physical abuse 
is a baby under the age of one. 

These numbers reflect a pattern of neglect 
that must be reversed. It has long been known 
that the first years of life are crucial for later 
development, and recent scientific findings 
provide a basis for these observations. We can 
now say, with greater confidence than ever 
before, that the quality of young children's 
environment and social experience has a deci- 
sive, long-lasting impact on their well-being 
and ability to learn. 

The risks are clearer than ever before: an 
adverse environment can compromise a young 
child's brain function and overall development, 
placing him or her at greater risk of developing 
a variety of cognitive, behavioral, and physical 
difficulties. In some cases these effects may be 
irreversible. But the opportunities arc equally 



dramatic: adequate pre- and postnatal care, 
dependable caregivers, and strong community 
support can prevent damage and provide a 
child with a decent start in life. 

Researchers have thoroughly documented 
the importance of the pre- and postnatal 
months and the first three years, but a wide gap 
remains between scientific knowledge and 
social policy. Today, changes in the American 
economy and family, combined with the lack 
of affordable health and child care and :he 
crumbling of other family supports, make it 
increasingly difficult for parents to provide the 
essential requirements for their young chil- 
dren's healthy development. 

More than half of mothers of children 
under the age of three work outside the home. 
This is a matter of concern because minimal 
parental leave is available at the time ot birch, 
and child care for infants and toddlers is often 
hard to find and of poor quality. Most parents 
feel overwhelmed by the dual demands of 
work and family, have less time to spend with 
their children, and worry about the unreliable 
and substandard child care in which many 
infants and toddlers spend long hours. These 
problems affect all families, but for families liv- 
ing in poverty, the lack of prenatal and child 
health care, human services, and social support 
in increasingly violent neighborhoods further 
stacks the deck againr.t their children. 
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These tacts add up to a crisis that jeopar- 
dizes our children's healthy development, 
undermines school readiness, and ultimately 
threatens our nation's economic strength. 
Once a world leader and innovator in educa- 
tion, the United States today is making insuffi- 
cient investments in its future workforce — our 
youngest children. In contrast to all the other 
leading industrialized nations, the United 
States fails to give parents time to be with their 
newborns, fails to ensure pre- and postnatal 
health care for mothers and infants, and fails to 
provide adequate child care. 

The crisis among our youngest children 
and their families is a quiet crisis. After all, 
babies seldom make the news. Their parents — 
often young people struggling to balance their 
home and work responsibilities — tend to have 
little economic clout and little say in commu- 
nity affairs. Moreover, children's early experi- 
ence is associated with the home — a private 
realm into which many policymakers have 
been reluctant to intrude. 

The problems facing our youngest children 
and their families cannot be solved through 
piecemeal efforts; nor can they be solved 
entirely through governmental programs and 
business initiatives. All Americans must take 
responsibility for reversing the quiet crisis. As 
the risks to our children intensify, so must our 
determination to enact family-centered pro- 
grams and policies to ensure all of our youngest 
children the decent start that thev deserve. 



Recommendations for Action 

The task force concluded that reversing the 
quiet crisis calls for action in four key areas that 
constitute vital starting points for our youngest 
children and their families. 

Promote Responsible Parenthood 
Our nation must foster both personal and 
social responsibility for having children. To 
enable women and men to plan and act 
responsibly, we need a national commitment 
to making comprehensive family planning, 
pre-conception, prenatal, and postpartum 
health services available, and to providing 
much more community-based education about 
the responsibilities of parenthood. To promcce 
responsible parenthood, the task force recom- 
mends 

• Planning for parenthood by all couples to 
avoid unnecessary risks and to promote a 
healthy environment for raising z child 

• Providing comprehensive family planning, 
pre-conception, prenatal, and postpartum 
services as part of a minimum health care 
reform package. 

• Delaying adolescent pregnancy through the 
provision of services, counseling, support, 
and age-appropriate life options 

• Expanding education about parenthood in 
families, schools, and communities, begin- 
ning in the elementary school years but no 
later th;m early adolescence 

• Directing state and local funds to initiate 
and expand community-based parent edu- 
cation and support programs for families 
with infants and toddlers 
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Guarantee Quality Child Care Choices 
For healthy development, infants and toddlers 
need a continuing relationship with a tew car- 
ing people, beginning with their parents and 
later including other child care providers. It 
this contact is substantial and consistent, young 
children can form the trusting attachments that 
are needed for healthy development through- 
out life. Infants and toddlers should develop 
these relationships in safe and predictable envi- 
ronments — in their homes or in child care 
settings. To guarantee quality child care 
choices the task force recommends 

• Strengthening the Family and Medical 
Leave Act of 1993 by expanding coverage 
to include employers with fewer than fifty 
employees, extending the twelve-week 
leave to four to six months, and providing 
partial wage replacement 

• Adopting family-friendly workplace poli- 
cies such as tlexible work schedules and 
assistance with child care 

• Channeling substantial new federal tunds 
into child care to ensure quality and afford- 
ability for families with children under 
three and making the Dependent Care Tax 
Credit refundable for low- and moderate- 
income families 

• Providing greater incentives to states to 
adopt and monitor child care standards ot 
quality 

• Developing community-based networks 
linking all child care programs and offering 
parents a variety of child care settings 



• Allocating federal and state funds to provide 
training opportunities so that all child care 
providers have a grounding in the care and 
development of children under three 

• Improving salary and benefits for child care 
providers 

Ensufe Good Health and Protection 
Wfien young children are healthy, they are 
more likely to succeed in school and, in time, 
to form a more productive workforce and 
become better parents. Few social programs 
offer greater long-term benefits for American 
society than guaranteeing good health care for 
all infants and toddlers. Good health involves 
more than health care services. Being healthy 
means that young children are able to grow up 
in safe homes and neighborhoods. To ensure 
good health and protection, the task force rec- 
ommends 

• Making comprehensive primary and pre- 
ventive care services, including immuniza- 
tions, available to infants and toddlers as 
part of a minimum benefits package in 
health care reform 

• Offering home-visiting services to all first- 
time mothers with a newborn and provid- 
ing comprehensive home visiting services 
by trained professionals to all families who 
are at risk for poor maternal and child 
heaith outcomes 

• Expanding the Women, Infants and Chil- 
dren (WIC) nutritional supplementation 
program to serve all eligible women and 
children 

• Making the reduction of unintentional 
injuries to infants and toddlers a national 
priori ty 
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• Expanding proven parent education, sup- 
port, and counseling programs to teach par- 
ents nonviolent conflict resolution in order 
to prevent child abuse and neglect, and 
implementing community-based programs 
to help families and children cope with the 
effects of living in unsafe and violent com- 
munities 

• Enacting national, state, and local laws that 
stringently control the possession of 
firearms 

Mobilize Communities to Support 
Young Children and Their Families 
Broad-based community supports and services 
are necessary to ensure a decent start for our 
youngest children. Unfortunately, community 
services for families with children under three 
are few and fragmentary. To reverse the crisis 
facing families with young children, the old 
ways of providing services and supports must 
be reassessed, and broad, integrated approaches 
must be found to ensure that every family with 
a newborn is linked to a source of health care, 
child care, and parenting support. To mobilize 
communities to support young children and 
their families, the task force recommends 



adapting the Head Start model to meet the 
needs of low -income families with infants 
and toddlers 

• Creating a high-level federal group, 
directed by the President to coordinate fed- 
eral agency support on behalf of young 
children and to remove the obstacles faced 
by states and communities in their attempts 
to provide more effective services and sup- 
ports to families with young children 

• Funding family-centered programs through 
the Community Enterprise Board in order 
to strengthen families with infants and tod- 
dlers 

• Establishing mechanisms, at the state level, 
to adopt comprehensive policy and pro- 
gram plans that focus, on the period before 
birth through the first three years of ? 
child's life 

A Call to Action 

The task force calls upon all sectors of Ameri- 
can society to join together to ensure the 
healthy development of our nation's youngest 
children. 

• We ask the President to direct a high-level 
federal group to review the findings of this 
report and to ensure the adequacy, coher- 
ence, and coordination of federal policies 
and programs for families with young chil- 
dren. 

We urge federal agencies to identify and 
remove the obstacles that states and com- 
munities encounter as they implement fed- 
erally funded programs or test innovative 
solutions. 



• Focusing the attention ot every community 
in America on the needs of children under 
three and their families, by initiating a 
community-based strategic planning 
process 

• Experimenting broadly with the creation of 
family-centered communities through two 
promising approaches: creating family and 
child centers to provide services and sup- 
ports for all families: and expanding and 
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• We call upon states to review their legisla- 
tive and regulators* frameworks, particularly 
with regard to child care, in order to raise 
the quality of services for children under 
the age of three. 

• We call upon community leaders to assess the 
adequacy of existing services for families 
with young children (especially those with 
multiple risks), to recommend steps to 
improve and coordinate services, and to 
introduce mechanisms for monitoring 
results. 

• We call upon the private and philanthropic 
sectors, including foundations, to pay more 
attention to families with children under 
three and to expand their support of initia- 
tives that give our youngest children a 
decent start in life. 

• We urge educators, to incorporate services 
to children under age three in their plans 
for the schools of the twenty-first century, 
to increase their efforts to educate young 
people about parenthood, and to provide 
more training and technical assistance to 
child care providers. 

• We call upon health care decision makers to 
include, in any plan for national health care 
reform, comprehensive prenatal care for 
expectant mothers and universal primary 
and preventive care for young children and 
to consider establishing a specific standard 
of coverage and service for young children. 

• We urge service providers in child care, 
health, and social services to work together 
by taking a family-centered approach to 
meeting the needs of young children and 

•the adults who care for them. We ask them 
to offer staff, parents, and other caregivers 
opportunities to learn more about the 
needs of families with young children. 



about child development, and about pro- 
moting children's health and safety. 

• We call upon business leaders to support 
policies that result in family-friendly work- 
places in businesses of every size, for exam- 
ple strengthening the Family and Medical 
Leave Act of 1993 and introducing flexible 
work schedules. 

• We call upon the media to deliver strong 
messages about responsible motherhood 
and fatherhood, to promote recognition of 
the importance of the first three years, and 
to give us all insight into the quiet crisis. 

• We call upon mothers and fathers to secure 
the knowledge and resources they need to 
plan and raise children responsibly. When 
these resources are not available, we urge 
them to make their needs known to gov- 
ernment representatives, community lead- 
ers, and service providers. 

All Americans must work together, in their 
homes, workplaces, and communities, to 
ensure that children under the age of three — 
our most vulnerable citizens — are given the 
care and protection they need and deserve. 
Nothing less than the well-being of our society 
and the future of its vital institutions is at stake. 
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The Quiet Crisis 



A 



cross the United States, we are beginning to hear the rumblings of a quiet 
crisis. Our nation's children under the age of three and their families are in 
trouble, and their plight worsens every day. To be sure, the children them- 
selves are not quiet; they are crying out for help. And their parents' anxieties about inade- 
quate child care and the high cost of their child's health care can be heard in kitchens, play- 
grounds, pediatricians' waiting rooms, and workplace cafeterias across the nation. But these 
sounds rarely become sound-bites. Babies seldom make the news: they do not commit 
crimes, do drugs, or drop out of school. We don't hear interviews with parents as they 
anguish over finding decent, affordable child care; we don't notice the unmet prenatal 
needs of expectant mothers. Policymakers are rarely forced to contend with these realities. 
And so, the problems of our youngest children and their parents remain a quiet crisis. 

Consider the state of America's youngest children and their families. In 1993 the 
National Educational Goals panel reported that nearly half of these infants and toddlers con- 
front one or more major risk factors. 1 

• Inadequate prenatal care. Nearly a quarter of all of pregnant women in America, many 
of whom are adolescents, receive little or no prenatal care. Many of these pregnancies 
are unintended: the United States has the highest rate of unintended pregnancy in the 
industrialized world. 

• Isolated parents. More divorces, more single-parent families, and less familial and com- 
munity support have made parents feel more isolated than ever before in raising their 
young children. 

• Substandard child care. More than half (53 percent) of mothers return to the workforce 
within a year of the baby's birth. High-quality child care settings are scarce, and many 
infants and toddlers spend thirty-five or more hours per week in substandard child care. 
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Of the 12 million children under the age of three 
in the United States today, a staggering number 
are affected by one or more risk factors that make 
healthy development more difficult. 

Changes in Family Structure Are 
Troubling 

In I960, only 5 percent of all births in the 
United States were to unmarried mothers; by 
1 988, the proportion had risen to 26 percent. 

> About every minute, an American adolescent 
has a baby; every year, about 1 million ado- 
lescents become pregnant. 

Divorce rates are rising: In 1 960, less than one 
percent of children experienced their parents' 
divorce each year; by 1986, the percentage 
had more than doubled, and by 1 993 almost 
half of all children could expect to experience a 
divorce during childhood and to live an aver- 
age of five years in a single-parent family. 
Children are increasingly likely to live with just 
one parent, usually the mother: In 1 960, fewer 
than 1 0 percent of all children under the age of 
eighteen lived with one parent; by 1 989 almost 
a quarter of all children lived with one parent. 
Fathers are increasingly absent from the home. 

Many Young Children Live in Poverty 

> One in four infants and toddlers under the age 
of three (nearly 3 million children) live in families 
with incomes below the federal poverty level. 

> While the number of children under six 
increased by less than 10 percent between 
1971 and 1991, the number of poor children 
under six increased by more than 60 percent. 

More Children Live in Foster Homes 

j In a mere four years, from 1 987 to 1 991 , the 
number of children in foster care jumped by 
more than 50 percent—from 300,000 in 1 987 
to 460,000 in 1991. 

-> Babies under the age of one are the fastest 
growing category of children entering foster 
care, according to a study conducted in New 
York and Illinois. 



Infants and Toddlers Are Spending 
Less Time with Their Parents 

^ Pressures on both parents to work mean that 
they have less time with their young children; 
more than half of mothers of infants now work 
outside the home. 

0 More than 5 million children under the age of 
three are in the care of other adults while their 
parents work. Much child care for infants and 
toddlers is of substandard quality, whether it is 
provided by centers, family child care homes, 
or relatives. 

Health Data Are Discouracinc 

' In the United States, nine out of every thousand 
infants die before age one — a mortality rate 
higher than that of 1 9 other nations. 
The mortality rate is higher for infants bom in 
minority families: African American babies are 
twice as likely to die within the first year of life 
as white babies. 

° In 1 992, rates of immunization against com- 
mon childhood diseases among two-year-olds 
were only 30 percent in some states; in most 
states, they were below 60 percent. 

Physical Abuse, Neglect, and 
Unintentional Injury Are Common 

• One in three victims of physical abuse is a 
baby — less than a year old. In 1990, more 
one-year-olds were maltreated than in any 
previous year for which we hove data. 
Almost 90 percent of children who died of 
abuse and neglect in 1 990 were under the age 
of five; 53 percent were less than a year old. 
The leading cause of death among children 
aged one to four is unintentional injury. * 

Sources: 

America's children: Economic perspectives and policy options. 

Science 255:41-46, 1992. 
Children's Defense Fund. The State of America's Children 1 992. 

Washington, DC, 1992. 
D. Daro and K. McCurdy. Current Trends in Abuse Reporting 

and Fatalities: The Results of the 1990 . Jinual Fifty-State 
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• Poverty. Almost a quarter (24.9 percent) of 
families with children under age three live 
in poverty. The large majority of these fam- 
ilies are headed by one parent, usually the 
mother. These families often live in unsafe 
neighborhoods, and have poor access to 
quality child care, health services, or family 
support programs. 

• Itistiffkient stimulation. Only half (50 per- 
cent) of infants and toddlers are routinely 
read to by their parents, and many parents 
do not engage in other activities to stimu- 
late their young child's intellectual devel- 
opment. It is not surprising, then, that 
teachers report that 35 percent of American 
kindergarten children arrive at school 
unprepared to learn. 

These numbers add up to a crisis that, 
though quiet, threatens to undermine our 
nation's economic strength and competitive- 
ness. The Carnegie Task Force on Meeting the 
Needs of Young Children urges a national 
response. We call upon all Americans and 
America's vital institutions to focus attention 
on our youngest children and their families, 
and to adopt new initiatives to respond to their 
problems. They have an urgent need for our 
compassion and our help, and we, as a nation, 
have an incalculable stake in their well-being. 

Reversing a Pattern of Neglect 

This report has two related aims. First, wc doc- 
ument the conditions of children and their 
families from the prenatal period :o age three. 
We seek to focus attention on the importance 
of the first three years of life, and to describe 
how the nation neglects children in this age 
group. Second, we offer realistic, workable 
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measures for ameliorating the problems we 
document. Many of these measures are already 
in place on the local level and have proved suc- 
cessful there. They need only be adapted and 
expanded to help young children and their 
families throughout the country. 

The problems we describe are many, and 
they are massive; not one lends itself to a sim- 
ple solution. But the task force has proceeded 
from the assumption that, given sufficient 
focus and sufficient political will, America can 
begin to find its way toward solutions. We can 
formulate and implement social policy that 
responds, over time, to the most urgent needs 
of our young children and their families. We 
can begin to reverse a pattern of neglect. 

But that effort requires discipline. When 
the task force undertook this journey, it knew 
that it could not explore every road or follow 
every byway; it could not afford to be all over 
the map. Instead, it selected, based on exten- 
sive research and deliberation, four starting 
points that seemed likely to move our nation 
toward the goal of giving all children the early 
experience they need to reach their full poten- 
tial and ensuring that no child falls between the 
cracks. 

Persuaded that strong families and commu- 
nities are essential to successful development in 
this early period, the task force chose these 
starting points: promoting responsible parent- 
hood; guaranteeing quality child care choices; 
ensuring good health and protection; and 
mobilizing communities to support young 
children and their families. 

This report provides no single answer, no 
single solution to the many problems facing 
children under three and their families. Nor 
does it focus its recommended actions on a sin- 
gle segment of our society: all of us must work 
together. If we do, we as a nation can be more 



than compassionate. We can also realize our 
common volues: strong families and communi- 
ties, an informed citizenry, a productive work- 
force, and a competitive and sound economy. 
Investing in these first three years is fundamen- 
tally necessary for children themselves, for their 
families, and for our nation. It is time to 
sound — and answer — the alarm about the 
neglect of our nation's young children and 
their families. 

The Critical Importance of the 
First Three Years 

How individuals function from the preschool 
years all the way through adolescence and even 
adulthood hinges, to a significant extent, on 
their experiences before the age of three. 
Researchers have thoroughly documented the 
importance of the pre- and postnatal months 
and the first three years, but a wide gap remains 
between scientific knowledge and social pol- 
icy. This is particularly true in two areas: our 
policies reflect neither our growing knowledge 
of early brain development nor our under- 
standing of factors that tend to protect young 
children or place them at risk. 

The Developing Brain 
Parents and experts have long known that 
babies raised by caring adults in safe and stim- 
ulating environments are better learners than 
those raised in less stimulating settings and that 
the effects can be long-lasting. Recent scien- 
tific findings provide a basis for these observa- 
tions: Over the past decade, scientists have 
gained new insights into molecular biology 
that illuminate the workings of the nervous 
system. At the same time, they have acquired 
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powerful research tools, including sophisti- 
cated brain scans that allow them to study the 
developing brain in greater detail, and with 
greater precision, than ever before, brain scam 
also allow scientists to measure the impact of 
the environment on brain function. 

This research points to five key findings 
that should inform policymakers' deliberations 
on early childhood policy: 
• First, the brain development that takes place 
before age one is more rapid and extensive 
than we previously realized. 
Positron emission tomography (PET) stud- 
ies show that the biochemical patterns of a 
one-year-old's brain qualitatively resemble 
those of the normal young adult. 2 This is 
astonishing, considering the immense scale ot 
early brain development. From a few initial 
cells, the brain develops billions of brain cells, 
or neurons, over a period of several months. 
And once these neurons are formed, they must 
migrate to their correct locations. 3 

Brain cell formation is virtually complete 
before birth, but brain maturation is far from 
over: the next challenge is the formation of 
connections among these cells — up to 15,000 
connections, or synapses, per neuron. These 
synapses form the brain's physical "maps" that 
allow learning to take place. We now know 
that in the months after birth, this process pro- 
ceeds with astounding rapidity, as the number 
of synapses increases twentyfold, from 50 tril- 
lion to 1,000 trillion. 4 

• Second, brain development is much more vul- 
nerable to environmental influence than we 
ever suspected. 

We have long understood that factors other 
than genetic programming affect brain devel- 
opment. Nutrition is perhaps the most obvious 
example: we know that inadequate nutrition 
before birth and in the first years of life can so 
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seriously interfere with brain development that 
it may lead to a host of neurological and 
behavioral disorders, including learning disabil- 
ities and mental retardation. 

Beginning in the 1960s, scientists began to 
demonstrate that the quality and variety of the 
environment have a direct impact on brain 
development. Today, researchers around the 
world are amassing evidence that the role of 
the environment is even more important than 
earlier studies had suggested. For example, his- 
tological and brain scan studies of animals show 
changes in brain structure and function as a 
result of variations in early experience. 

These findings are consistent with research 
in child development that has shown the first 
eighteen months of life to be an important 
period of development. Studies of children 
raised in poor environments — both in this 
country and elsewhere — show that they have 
cognitive deficits of substantial magnitude by 
eighteen months of age and that full reversal of 
these deficits may not be possible. These stud- 
ies are based on observational and cognitive 
assessments; researchers say that neurobiologists 
using brain scan technologies are on the verge 
of confirming these findings. 3 

In the meantime, more conventional stud- 
ies of child development — using cognitive and 
observational measures — continue to show 
short- and long-term benefits of an enriched 
early environment. 

• Third, the influence of early environment on 
brain development is long lasting* 
We have long suspected that early experi- 
ence affects later behavior; researchers are now 
beginning to amass scientific evidence to prove 



it. One study followed two groups of inner- 
city children: the first group was exposed, from 
early infancy, to good nutrition, toys, and play- 
mates; the second was raised in less stimulating 
settings. The study showed that these factors 
had a measurable impact on brain function at 
twelve years of age. The impact by age fifteen 
appeared to be even greater, suggesting that 
over time the benefits of early intervention are 
cumulative. 0 

• Fourth, the environmetit affects not only the 
number of brain cells and number of connec- 
tions among them, but also the way these con- 
nection are "wired. " 

Scientists now know that the newborn's 
brain consists of many more neurons, and 
more synapses, than it will ever need. Like a 
sculptor chiseling a form from a block of mar- 
ble, nature creates the adult brain by eliminat- 
ing excess neurons and synapses from the Very 
dense immature brain. The result is a more 
specific and more efficient pattern of connec- 
tions. This process of refinement continues 
well into adolescence, but it is most dramatic 
in the early years of life. 

Researchers have not yet isolated the pre- 
cise factors that control the pruning of excess 
neurons and synapses, but they know it is not 
random. Certainly, genetic programming plays 
a role, but there is growing evidence that the 
process is guided, to a significant degree, by 
sensory experience. 7 In other words, the brain 
uses information about the outside world to 
design its architecture, particularly in the early 
years of life. 

• And fifth, we have new scientific evidence for 
the negative impact of early stress on brain 
function. 

Researchers have concluded that a child's 
social environment can quite probably activate 
hormones in ways that adversely affect brain 
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function, including learning and memory. 
These effects may be permanent. 8 This 
research provides a scientific basis for the long- 
recognized fact that children who have experi- 
enced extreme stress in their earliest years are 
at greater risk for developing a variety of cog- 
nitive, behavioral, and emotional difficulties. 

All of these findings point to this conclu- 
sion: both na ' -re and nurture play a role in 
human development. We can now say, with far 
greater confidence than ever before, that the 
brain responds to experience, particularly in 
the first years of life. That means that by ensur- 
ing a good start in life, we have more oppor- 
tunity to promote learning and prevent dam- 
age than we ever imagined. 

Protective Factors in the Early Years 
At various points throughout childhood, chil- 
dren arc influenced by factors that eventually 
lead to good or bad outcomes. The "protective 
factors" that help the cliild to achieve good 
outcomes (and avoid bad ones) fall into three 
broad categories: 

• Temperament and perinatal factors (such as 
full-term birth and normal birthweight): 
having characteristics that attract and 
encourage caregiving. 

• Dependable caregivers: growing up in a fam- 
ily with one or two dependable adults 
whose childrcaring practices are positive 
and appropriate. 

• Community support: living in a supportive 
and safe community also limits risk. 

The interaction of these three factors 
largely influences the direction of children's 
development. Not surprisingly, it is the inter- 



action with parents and family members that 
promotes or hinders the young child's devel- 
opment. Indeed, scientists have found that a 
major influence in the difference between 
good and poor outcomes is the quality of par- 
ent and family interactions. 9 And clearly the 
first few years of life establish a trajectory for 
the parent-chUd relationship. 10 This period of 
life appears to be what might be called a "start- 
ing point" — a period particularly susceptible to 
the protective mechanisms of parental and 
family support. 11 A well-functioning family 
during the first few years provides a particularly 
important building block for healthy develop- 
ment. 

But what specific parent and family interac- 
tions in the first three years help children avoid 
later psychosocial problems? Primarily, a lov- 
ing, caring relationship with the child's parents. 
Infants thrive on one-to-one interactions with 
parents. The secure attachment that develops 
between baby and parents is an important 
achievement for the infant's first year. 12 Sensi- 
tive, nurturant parenting is thought to provide 
infants with a sense of basic trust that allows 
them to feel confident in exploring the world 
and forming positive relationships with other 
children and adults. Conversely, when parents 
are unable to respond sensitively to their 
infants' needs because of factors such as marital 
conflict, depression, or their own history of 
abuse, the infant develops feelings of helpless- 
ness that lead to later difficulties. 

Infants' early experiences with adult care- 
givers also provide the building blocks for 
intellectual competence and language compre- 
hension. Touching, holding, and rocking a 
baby, as well as stimulating the child througli 
talking and reading, seem most effective for 
later development. When parents perform 
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Being Three: Milestones for 
Early Growth and Development 



For millennia, parents have recognized the new- 
born's basic need for safety, nourishment, warmth, 
and nurturing. Now science has added stunning 
revelations about human development from birth to 
age three, confirming that parents and other adult 
caregivers play a critical role in influencing the 
child's development. 

The importance of the first three years of life 
lies in the pace at which the child is growing and 
learning. In no other period do such profound 
changes occur so rapidly: the newborn grows from 
a completely dependent human being into one who 
walks, talks, plays, and explores. The three-year- 
old is learning and, perhaps more important, is 
learning how to learn. 

At age three, children can — given good care 
and sufficient stimulation — attain a high degree of 
"competency." Competent three-year-olds are 

Self-confident and trusting 

Intellectually inquisitive 

Able to use language to communicate 

Physically and mentally healthy 

Able to relate well to others 

Empathic toward others 
These attributes add up to a good start in life. 

Self-Confident and Trusting 

Children send signals: Newborns cry and fuss and 
later smile and frov/n, one-year-olds point and 
reach for objects, toddlers ask for help verbally. 
From adult responses to those signals, infants and 
toddlers learn 

What they can expect from adults 

That they are important, that their needs and 

desires matter, and that their actions make a 

difference 

That they can trust their caregivers, which 
encourages them to talk, explore, challenge, 
and learn about the world around them 
That they can succeed 
That adults can be helpful 



Intellectually Inquisitive 

Even at birth infants show startling intellectual abil- 
ities. Newborns touch, see, hear, smell, taste, and 
make sounds to gather information about their 
world. Parents and other caregivers exercise enor- 
mous influence on intellectual development: 
9 Babies modify their behaviors in response to 
sensory information they receive 

• Soon, babies use objects that adults give them 
as tools 

Infants and toddlers imitate adults, pretending 

to eat dinner, talk on the telephone, play 

house, read, and care for babies. 

Gradually, children embrace the concept of 
time: infants are locked in the present, but three- 
year-olds can begin to evoke the past and antici- 
pate the future. Competent three-year-olds can 
focus on important events and enjoy the challenge 
of learning new facts, skills, and ways of under- 
standing the world. 

Able to Use Language to Communicate 

Learning language begins in early mother-child 
interaction as babies take turns in "conversations" 
of back- and -forth gazing and gesturing. Through 
many such exchanges, children learn that 

• Their behavior communicates 

They can signal effectively and purposefully, 
with the expectation of being answered 
Eventually, through language, they can negoti- 
ate their own needs while respecting the needs 
of others, which is the basis of mature friend- 
ships and adult relationships 
By age three, competent children have 
replaced crying and smiling with simple, grammat- 
ical language. They can verbally 

Exchange ideas, concepts, and feelings with 
others 

Channel aggression and frustration in healthy 
ways, learning to substitute words for fists or 
objects to settle their arguments and vent their 
feelings 
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Physically ano Mentally Healthy 

Most three-year-old children who are in good 
health will reach these physical, intellectual, and 
emotional milestones. Some children, however, are 
born with disabilities or acquire them through ill- 
ness or injury. Many such children can, however, 
with appropriate support and help, move with 
good speed toward these developmental goals. In 
addition to biological factors, children's normal 
growth and development depend on good nutri- 
tion, adequate prenatal and comprehensive health 
care, and a safe home and neighborhood. 

By age one, infants triple in weight, double in 
length, and achieve 80 percent of total brain 
growth. Adequate nutrition fuels this activity and 
nourishes brain growth, as well as promoting 
motor development such as creeping, crawling, 
and walking. Good health care protects children 
from disease and corrects problems that may inter- 
fere with normal growth. A safe home enables chil- 
dren to grow without the trauma of witnessing or 
being a victim bf violence, which can erase the 
child's progress toward self-confidence, trust, and 
curiosity. 

The keys to good physical and mental health 

are 

• Preventive services, such as comprehensive 
prenatal care, immunizations, and screenings 
to identify and treat visual, hearing, and other 
problems and to enhance learning and lan- 
guage development 

• Adequate nutrition 

• Consistent, stimulating, and comforting contact 
with caring adults 

• Homes and communities that are free from vio- 
lence 



Able to Relate Well to Others 

From the first moments of life, children have an 
innate need to relate to other human beings. Par- 
ents and other caregivers provide food, warmth, 
and touching, protecting children from being over- 
whelmed by information and experiences. They 
also set limits and teach children to respect the 
needs and rights of others. 

Young children learn from these experiences 
that they can 

• Count on adults to teach them and satisfy their 
needs 

• Make good use of adults when necessary, 
which offers a beginning to more mature rela- 
tionships later in life 

• Regulate their own impulses and behave in 
ways that will be acceptable or gratifying to 
others 

Empathic toward Others 

Empathy appears to exist in newborns, who make 
distress cries in response to the cries of other 
infants. Children 

• By age two or three show emotional distress 
and intervene when others are suffering 

• Develop a sense of helping rather than hurting 
or neglecting, respecting rather than belittling, 
and supporting and protecting rather than 
dominating or exploiting others 

• By age three have begun to be aware of the 
thoughts, feelings, and experiences of others 
Children's capacity for empathy grows in the 

context of secure attachments and the example of 
caring adults: toddlers, for instance, imitate their 
mothers in helping other children. 

This growing sense of connectedness and 
social responsibility — together with the develop- 
ment of self-confidence, intelligence, language, 
physical and mental health, social relations, and 
empathy— makes the first three years of life critical 
for the individual and for society. • 
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these behaviors in a responsive and attentive 
manner, they foster their child's early cognitive 
competence in ways associated with later acad- 
emic achievement, work performance, and 
social adaptation. 13 

Parents are also the primary instruments of 
early socialization. By establishing consistent 
routines, teaching acceptable behaviors, guid- 
ing health habits, and helping children to con- 
trol disruptive or overly impulsive behavior, 
parents lay the foundations for the child's 
capacity to behave in socially acceptable ways. 

During the first three years of life, children 
also learn — or fail to learn — to get along with 
other people, to resolve disputes peaceably and 
not through violence, to employ words as tools 
of learning and persuasion, to be self-confi- 
dent, and to explore the world without fear. If 
children are to master these tasks, they need 
contact with caring adults who are themselves 
mature and self-controlled and who are 
knowledgeable about human development. 
This is the essence of healthy childrearing. A 
child who lenrns early is being prepared for life; 
an individual who must learn these lessons 
later, as a teenager or adult, faces a daunting 
task of self-reconstruction. 

Just as protective factors help children avoid 
later problems, so do risk factors lead to later 
problem behaviors. But the important point 
about risk factors is that they are often multi- 
plicative, not additive, in their effects. Consider, 
for example, children's risk for social and aca- 
demic difficulties. When children showed only 
one risk factor, their outcomes were no worse 
than those of children showing none of the 
identified risk factors. But when children had 
two or more risk factors, they were four times 
as likely to develop social and academic prob- 
lems. 14 



An important longitudinal study conducted 
in Hawaii clearly demonstrates the operation of 
both risk and protective factors. When chil- 
dren with a variety of perinatal health problems 
grew up in families that were both poor and 
dysfunctional, they much more often showed 
later antisocial behaviors such as truancy and 
delinquency. 15 Specifically, children who had 
not developed secure attachments to their par- 
ents and whose parents had poor parenting 
skills, high degrees of life stress, and low 
amounts of social support were much more 
likely to demonstrate antisocial behaviors. 16 By 
the same token, various factors protected chil- 
dren from future harm. Children were much 
less likely to be antisocial or delinquent when 
their parents showed positive, appropriate 
child-rearing practices and had high levels of 
social support. 

Policymakers must recognize that it pays to 
help families increase protective factors in rais- 
ing their young children. Enhancing parents' 
social supports, encouraging positive parenting 
practices, and stimulating the child's cognitive 
development all appear effective in enabling 
children to achieve a good start in life. 

Striking Chances in the 
American Family 

In recent decades, America has been experi- 
encing great change that has contributed to the 
quiet crisis of our families with infants and tod- 
dlers. Two of the most-often-cited causes of 
this crisis are changing values and the growing 
economic pressures on families. Examination 
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of the major changes in family relationships 
and structure provides a basis for understanding 
how our public and private policies undermine 
the healthy development of our nation's 
youngest children. 

More Working Mothers 
One of the most dramatic changes in the 
American family is the unprecedented rise in 
the number of working mothers in the past 
twenty years. More and more mothers must 
find an acceptable balance between raising 
their children and working to produce family 
income. In the 1970s, few mothers of infants 
worked outside the home; today, more than 
half do. 17 The large number of working moth- 
ers is a matter of concern because the Ameri- 
can workplace is, by and large, not family- 
friendly, and arrangements for child care for 
children under three are often hard to find and 
of poor quality. 

Parents increasingly feel the dual stresses of 
work and family life. On one hand, a growing 
economy and increased productivity are 
assumed to hinge, at least in part, on getting 
more out of those who are working. On the 
other hand, parents are expected to spend 
more time with their children, to i4 get their 
priorities straight" and value being parents. As 
a consequence, parents feel overwhelmed. The 
National Study of the Changing Workforce 
found that 18 

• Three in ten men and four in ten women 
"often" or "very often" feel used up at the 
end of the workday: seven in ten feel that 
way "some of the time." 

• Four in ten men and women "often" or 
"very often" feel so tired in the morning 
that it is hard to get up and face another day 
at work. 
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Parents are finding that they must devote 
much more time to earning a living and that 
they have much less time for their children 
than their parents had a generation ago. This 
shift is largely due to the family's economic 
need to have mothers in the paid labor force. 19 
The more hours mothers arc employed, 
the fewer hours they are able to devote to "pri- 
mary caregiving activities" such as dressing, 
feeding, playing with, and talking to children. 
Employed mothers spend an average of 
six hours each week in primary child care 
activities — twice as much time as fathers 
(employed or unemployed) and just under half 
the average time spent by "nonworking" 
mothers. 20 

This parental-time deficit also can greatly 
intensify stress and strain, especially for moth- 
ers. After meeting the demands of paid work, 
mothers more fre- 
quently than fathers 

work a "second shift" Parents increasingly 

at home doing house- peel the dual stresses of 

work and caring for 

t lmj w/u WORK AND FAMILY LIFE. 

the children. When 
paid work, housework, 

and child care are added together, mothers 
work roughly fifteen hours longer each week 
than fathers. Not surprisingly, mothers report 
that they arc physically exhausted and emo- 
tionally drained.- 1 

Many parents report that they are uncom- 
fortable with the loss of family time, the over- 
load and exhaustion that interfere with good 
parenting. Parents no longer feel willing to "do 
it all in order to have it all/ 1 Both men and 
women say that they want to work fewer 
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hours; neither men nor women want to sacri- 
fice their families to the extent that they have. 
They do, in fact, value being parents. 

Working parents of infants and toddlers 
need affordable, quality child care: most find it 
hard to come by. In fact, one quarter of non- 
working mothers of young children say that 
they would seek employment if affordable, 
quality child care were available. 

Empirical studies have established the 
importance of quality child care for infants and 
toddlers, but that care is not widely available 
today in America. Two large, multisite studies 
have found that the child care they observed, 
whether center- or family-based, was of such 
substandard quality that it adversely affected 
infant and toddler development."" 3 

These studies showed that in center-based 
care, infants and young toddlers spent more 
than half their time wandering aimlessly; older 
toddlers were unoccupied a third of the time. 
Fewer than a third of these children had mas- 
tered and were engaged in age-appropriate 
reciprocal, cooperative, and pretend play with 
other children. A similar picture emerged in 
family child care settings. Only 41 percent of 
providers planned activities for their children: 
20 percent of regulated providers, 46 percent 
of nonregulated providers, and a distressingly 
high 80 percent of relative providers did not 
give any thought to what the children were 
doing during the day. Overall, only 9 percent 
of family child care and care by relatives was 
rated as providing good-quality care; 56 per- 
cent provided "custodial care," and 35 percent 
provided care that was completely inadequate. 
The highest percentage (69 percent) of inade- 
quate care took place, surprisingly, in relatives' 
homes; and the lowest, 13 percent, in regu- 
lated homes. The assumption has been that 
family child care will be more like a family. 



that providers will be more sensitive, and that 
the children will receive more quality attention 
and care. The validity of this assumption 
appears to be in doubt. 

More Single-Parent Families 
No change in American families should con- 
cern this nation more than the skyrocketing 
number of single-parent families. Since 1950, 
the percentage of children living in one-parent 
families has nearly tripled. This tripling is 
attributable to both increased divorce rates and 
to the tenfold increase since 1950 in the num- 
bers of births outside marriage.- 4 One of four 
American children now lives in a single-parent 
home. 

But even the term "single-parent family" is 
a misnomer, since the vast majority of these 
families — fully 90 percent — are headed by 
women. These mother-only families often 
receive little or no help from the child's father: 
nationwide, only 50 percent of divorced 
fathers contribute financially to their child's 
support, and most rarely see their children." 3 
As a result, mothers must manage a variety of 
roles and responsibilities on their own. 

The resulting economic deprivation and 
stress take their toll. Compared to children liv- 
ing in two-parent families, children in single- 
parent households score worse on measures of 
health, education, and emotional and behav- 
ioral problems." 6 ' Later on, these children are 
more likely to drop out of school, to become 
heads of single-parent families themselves, and 
to experience a lower socioeconomic status as 
adults. These findings — during both early and 
later childhood — appear to persist even after 
one adjusts for family income, mother's educa- 
tion, and minority status.- 7 
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The movement away from the traditional 
nuclear family is especially pronounced among 
African Americans, a population that shows 
declining rates of marriage and remarriage." 8 
Many factors contribute to this trend, includ- 
ing the burden of living in poor and unsafe 
neighborhoods; restrictive Aid to Families with 
Dependent Children rules that penalize two- 
parent families; and the obstacles encountered 
by many African American men as they search 
for jobs in a difficult economy. For all these 
reasons, and others, significant percentages of 
African American children under the age oi 
three are being raised in "single-parent" 
homes. 29 In reality, many of these children 



have more than one caregiver. Grandmothers 
often serve as second mothers to these infants 
and toddlers; another member of the house- 
hold — an aunt or a cousin — may become the 
primary caregiver; or a close friend may take 
on parenting responsibilities. 

This extended notion of family has a posi- 
tive aspect: it reflects a sense of collective 
responsibility for children. But it can also add 
to the stress of already burdened households by 
disrupting its members' schooling or work 
lives. When a grandmother leaves a clerical job. 



ERLC 



The Ouiit Crisis 



mtmtmm 



34 



15 





or a sister misses school, to take care of an 
infant, the long-term consequences to the indi- 
vidual and the household may be devastating. 

Another aspect of the changing face of the 
American family is adolescent pregnancy. 
More than one million adolescent girls become 
pregnant in this country every year; approxi- 
mately half of these pregnancies go to term. 
Many of these pregnancies are unintended; 
most often the adolescent parents are unmar- 
ried. 30 Compared with older women, most 
adolescent mothers are neither financially nor 
emotionally prepared for parenthood. 
Although certain programs help adolescent 
mothers, 31 these mothers generally face higher 
risks of postponed education and of long-term 
welfare dependency. Children of adolescent 
parents more often suffer from poor health and 
poor scholastic performance. For a variety of 
reasons, at later ages, these children more often 
become teen parents themselves and conse- 
quently have greater difficulty in finding 
employment and achieving self-sufficiency. 32 



BY 1990, FAMILIES WITH CHILDREN 
UNDER THREE YEARS OP ACE CONSTITUTED 
THE SINGLE LARGEST GROUP LIVING IN 
POVERTY IN THE UNITED STATES. 



More Family Isolation and Violence 

Only a few decades ago, America's families 
lived in neighborhoods of extended family and 
friends, in communities served by religious and 
volunteer organizations. Families sought and 
found information, advice, help, and emotional 
(at times, even financial) support from these 
networks. They depended as well on other 
community institutions: schools, businesses, 
parks, recreational facilities, and transportation 
systems all provided essential supports. 

The networks arid institutions of the 
nation's "civil society" seem to hove weak- 
ened/"* Most of today's families seem tar more 
isolated from friends, kin, and comtnunitv life. 
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Because people move more often, young fami- 
lies are less likely to live near extended family 
networks. Greater numbers of working moth- 
ers and varied work schedules have interrupted 
the old rhythms of neighborhood life, making 
it more difficult for parents to connect with 
other parents, to support each other, and to 
build friendships. 34 Few young parents have the 
time or energy to join volunteer organizations. 

When the fabric of community life unrav- 
els, parents and their young children suffer. In 
low-income neighborhoods, fear ot crime and 
violence undermines parents* sense of security 
and increases their isolation as they struggle to 
keep their young children safe, healthy, and 
happy. 35 

Indeed, the escalating rate of violence in 
many American cities means that families are 
raising children in what have been described as 
"inner-city war zones." 36 Evidence from six 
cities tells the story that even very young chil- 
dren experience extreme violence (assaults, 
homicides, and rapes) and everyday aggression 
(shoving, punching, and kicking) as both vic- 
tims and witnesses. 37 In one survey, 47 percent 
of mothers reported that their children had 
heard gunshots in their neighborhood, and one 
in ten of these young children had witnessed a 
knifing or shooting before age six. Half of the 
violence occurred at home and half in the 
streets. 38 

Although violence is more prevalent in 
poor inner-city neighborhoods, no city or 
town is immune. Parents are feeling increas- 
ingly unable to protect their children. Nor are 
traditional protectors — teachers, clergy, youth 
organization workers, and child care statf 
members — able to ensure the safety of young 
children. 39 All too many families feel vulnera- 
ble and helpless. 
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Race and Ethnic Background: 

■ All M White B African American I Hispanic 

•97% of all children under three who live with single parents live with their moth- 
ers, 3% live with their fathers. 

Source: S.D. Einbinder. A statistical profile of children living in poverty: Children 
under three and children under six, 1 990. Unpublished document from the Nation- 
al Center for Children in Poverty. New York: Columbia University School of Public 
Health, 1992. 



More Young Children in Poverty 
By 1990, families with children under three 
years of age constituted the single largest group 
living in poverty in the United States: 25 per- 
cent of these families fall below the poverty 
line. The rates are higher still for African 
American and Hispanic families and single-par- 
ent families of young children. 40 Across all eth- 
nic groups and family structures, more children 
under three live in poverty than do older chil- 
dren, adults, or the elderly. 

The povertv rate among young children 
has risen even though overall American 
poverty rates are no higher today than they 
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were twenty years ago. 41 This trend contrasts 
sharply with the status of the elderly. In 1970, 
one-fourth of those aged sixty-five or older 
had incomes below the 
poverty line; today. 
Most poor children under fewer than an eighth of 

all elderlv people live 

THE ACE OF THREE HAVE AT ' •> 

in povertv, 4- thanks 

LEAST ONE WORKING PARENT. ^ 

social security and 
other government benefits. These statistics 
show that great improvements can be made in 
the economic conditions of groups of people 
when social policy directly and forcefully 
addresses their needs. 

Poverty among young children is a multi- 
faceted problem that is not always eliminated 
when parents work. In fact, most poor children 
under the age of three have at least one work- 
ing parent. But parents' wages are not enough. 
Housing, transportation, child care, and health 
care all cost families more today than twenty 
years ago. 4 '^ In addition, real wages have de- 
clined disproportionately for younger as com- 
pared to more experienced workers; the decline 
is even steeper among workers with little edu- 
cation. 

Poverty undermines families and the well- 
being of children in many ways. Poor children are 
often hungry and inadequately nourished. Many 
live in overcrowded housing, in unsafe buildings 
or neighborhoods. Too many are homeless: stud- 
ies estimate that, of the approximately 100,000 
American children who are homeless each night, 
nearly half are under six years of age. 44 

Such deprivation stacks the deck heavily 
against poor infants and toddlers. These children 



more often sutler poor health, maltreatment, 
and later academic failure. 4 "* Poverty also seems 
intertwined with poor parenting skills and 
inconsistent parental behavior. Poor parents — 
often young, working, raising children alone, 
and having few supports — simply become over- 
whelmed, further lessening their infant's or tod- 
dler's odds of developing normally. 

There are many approaches to improving 
the income security of families in poverty. 
Among those that have been implemented are 
the Family Support Act of 1988, the profamily 
reforms in the federal tax system (Earned 
Income Tax Credit, Dependent Care Tax 
Credit, and personal exemption), as well as 
federal and state quality education and job 
training, housing, and neighborhood eco- 
nomic development initiatives. Other means, 
such as child and family allowances, have been 
proposed. 

Judgments about the specifics of these 
approaches are beyond the purview of this task 
force. However, the task force emphasizes that 
any comprehensive effort to strengthen fami- 
lies must include attention to income security 
as well as to service and support strategics. The 
charge of this task force has been to identify 
strategies that will foster the healthy develop- 
ment of this nation's youngest children. Our 
recommendations apply to all families with 
children under three, although most will be 
particularly helpful to children and families liv- 
ing in poverty. 

A National Investment 

As the United States appi caches the 21st cen- 
tury, it faces unprecedented economic chal- 
lenges at home and abroad. Once the world's 
innovator and leader in higher education, the 
United States today is making insufficient 
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investments in its future workforce — its 
youngest children. In contrast to all the leading 
industrialized nations, the United States fails to 
give parents time to be with their newborns, it 
fails to ensure pre- and postnatal health care for 
mothers and infants, and it fails to provide ade- 
quate child care. The result is significant losses 
in the quality of its future workforce, citizenry, 
and parents. 

There are, of course, other than economic 
reasons for protecting young children and their 
families. Children need to be treasured for their 
own sake, not merely for what they do for the 
labor market when they are grown. The task 
force regards these humanitarian concerns as 
necessary, wise, and natural to the human 
species. The issues of "human capital* 1 are real, 
however, and we now consider them further. 

Economists refer to a nation's people as its 
"human capital." This term encompasses all of 
our ideas, labor, knowledge, and problem-solv- 
ing skills — in short, everything used to get the 
job done. The sum of human capital largely 
determines a nation's economic performance. 
In the electronic age, the quality of a nation's 
human capital is even more important than it 
was in the industrial age. Producing an auto- 
mobile requires 40 percent ideas, skills, and 
knowledge and 60 percent energy and raw 
materials; producing a computer chip requires 2 
percent energy and raw material (mainly sand) 
and 98 percent ideas, skills, and knowledge. 46 

Increased productivity rates are mainly 
attributable to improvements in human capital. 
Since 1929. physical and natural resources (that 
is, machines and materials) have accounted for 
20 percent of productivity increases; 80 per- 
cent is attributable to human factors. 4 ' We can 




only expect human factors to become even 
more important in coming years. 

America's business and political leaders are 
understandably worried about the nation's chil- 
dren and its educational system. Their concern 
is well founded, but school reform alone is not 
the answer. A child's capacity to achieve a good 
education depends in large part on what hap- 
pens by age three. If the nation is to improve its 
workforce, it must recognize that, as the 1993 
National Education Goals Report notes, 
"almost half of American babies start life behind 
and do not apt the support needed to catch 
up." 4 * Efforts to raise educational standards and 
achieve workforce quality goals are unlikely to 
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America Lacs Behind 



The United States: 

• Is not one of 1 50 nations that have signed or 
ratified the UN Convention on the Rights of 
the Child (Cambodia, Iran, Iraq, Libya, and 
South Africa have also not signed). 

•> Is not one of 1 27 nations that permit employ- 
ees to take paid parental leave after the birth 
of a baby (as do Canada, France, Germany, 
and Japan, among others). 

♦ Has a worse low-birthweight rate than 30 
other nations. 

* Has a smaller proportion of babies immu- 
nized against polio than 1 6 other nations. 

> Has one of the worst adolescent pregnancy 
rates in the developed world — twice high as 
England and seven times as high as the 
Netherlands. 

Our policies contrast sharply with those of 
most other industrialized countries, particularly 
those in Europe. European child care for children 
under age three varies significantly from country 
to country, but generally speaking, the Europeans 
are moving toward paid leaves for new parents 
and a range of subsidized child care options for 
toddlers. 

Here are some examples of countries that 
offer job protection and paid leaves to employed 
parents (usually, but not always, mothers) who 
have sufficient work histories: 
v* In Germany, a new parent can receive mod- 
est financial support while staying at home 
for up to one and a half years, or she can 
work part-time at her previous workplace. 
J In France, she can count on modest compen- 
sation at home for as long as three years, or 



she can go back to work and take advantage 
of subsidized child care. 

* In Sweden, she receives full pay while staying 
at home with a new baby for a year and a 
half, or she can opt to work part-time for a 
longer period and receive full pay. 

* In Finland, she can stay home until her child 
is three, knowing thut her job (or a compara- 
ble job) will be waiting for her when she 
returns. She receives her full salary for one 
year and a lesser amount for the next two 
years. Or she can take advantage of subsi- 
dized child care. 

° In Austria, she can stay at home throughout 
her child's first two years, or work part-time 
until the child's third birthday, while receiving 
financial support equivalent to the wage of an 
unskilled worker. O 

Sources: 

Children's Defense Fund. The State of America's Children 
1992. Washington, DC, 1992. 

A. Evans and R. B. Friedland. Financing and Delivery of 
Health Care for Children. Paper prepared for the Advi- 
sory Panel on Health Care Financing: Policy and Admin- 
istrative Choices. Washington, DC: National Academy 
of Social Insurance, 1 993. 

S. B. Kamerman. Maternity and parenting benefits: An inter- 
national overview, pp. 235-275. In E. F. Zigler and M. 
Frank (editors), The Parental Leave Crisis: Toward a 
National Policy. New Haven: Yale University Press, 
1988. 

S. B. Kamerman and A. J. Kahn (editors). Child Care, 
Parental Leave and the Under 3s: Policy Innovation in 
Europe. New York: Auburn House, 1 991 , pp. 1 6-1 9. 
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succeed until this half of America's babies either 
start life on an equal footing with their peers or 
receive the support they need to catch up. 

Any effort to strengthen the workforce 
must begin with the family, a key factor in the 
development of human capital. The family 
supplies the fundamental learning system to the 
young child and is the first source of the child's 
sense of self-worth, motivation, skills, and 
knowledge. 4<) By supporting families during 
the child's earliest years, society ensures that 
children will enter school ready to learn, ready, 
m time, to take their places in the global econ- 
omy. But the United States ranks low in sup- 
porting children under the age ot three and 
their families; other nations, including such 
high- wage competitors as Germany, invest 
heavily in early childhood programs. 

With regard to young children, America 
does not put its money where its mouth is: 
public and private rhetoric strongly supports 
children and families, but most governmental 
and business actions do not. Americans view 
young children as the responsibility ot the fam- 
ily, and little economic value is placed on 
mother* at-home childrearing efforts. Because 
of this, neither the public nor the private sec- 
tor has invested much thought or resources in 
making parents* lives, and the lives of their 
young children, easier. Still, the stresses 
imposed by today's demographic, economic, 
and social trends affect all families, even the 



THE Costs of Societal Neglect 

ESch ywr, Arnerioarj taxpayers reach deep into their 
pockets to meet the costs, both direct and indirect, of policies 
tfiatare ^sili^ remediation rather than prevention. 
^• V: hi !r^ : sixyears between 1 985 and 1990, estimated pub- 
-^^ilc^utlays related to teenage childbearing totaled more 
than $1 20 billion. More than $48 billion could have been 
saved if these births had been postponed until the mother 
was 20 or older. 

• Of teens who give birth, 46 percent will go on welfare 
within four years; of unmarried teens who give birth, 73 
percent will be on welfare within four years. 

• In 1 991 , federal and state expenditures for Aid to Fami- 
lies with Dependent Children, the largest entitlement pro- 
gram for poor families, totaled $20 billion plus adminis- 
trative costs of $2.6 billion. 

• In 1 991 , the estimated annual cost of treating fetal alcohol 
syndrome was $74.6 million. 

• Initial hospital care for each low-birthweight infant aver- 
ages $20,000. Total lifetime medical costs for a low-birth- 
weight infant average $400,000. • 

Sources: 

E. L Abel and R. J. Sokol. A revised conservative estimate of the incidence 
of FAS and its economic impact. Alcoholism: Clinical and Experimental 
Research 15:514-524, 1991. 

Alan Guttmacher Institute. Washington memo: Prevention strategies dis- 
cussed for teens at risk— House hearing on adolescent pregnancy 
focuses on social and economic costs. Washington, DC, December 
1992. 

Committee on Ways and Means, U.S. House of Representatives. Overview 
of Entitlement Programs, 1992 Green Book. Washington, DC: U.S. 
Government Printing Office, 1992. 

L. V. Klerman, S. S. Brown, and V. L Poole. The Role of Family planning in 
Promoting Healthy Child Development. Background paper prepared for 
the Task Force on Meeting the Needs of Young Children, Carnegie Cor- 
poration of [view York, February 1 993. 

U.S. Department of Health and Human Services, Public Health Service. 
Healthy People 2000: National Health Promotion and Disease Preven- 
tion Objectives. DHHS Publication Number (PHS) 91-5021 2. Washing- 
ton, DC, 1990, p. 191. 
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International Year of the Family 



In designating 1994 as the Internationa! Year of the Family, 
the United Nations adopted the slogan, "Building the smallest 
democracy at the heart of society." UN members thus recog- 
nize the family as the fundamental building block of a demo- 
cratic society. • 



most fortunate. And it is not just the families 
and their children who pay the price, but the 
nation as a whole. Parents pay the price in anx- 
iety, in lost wages, in missed opportunities. 
Children pay in poor health, in delayed devel- 
opment, in a clouded future. And the nation 
pays twice — now, in reduced productivity and 
increased social disruption, and in the future in 
a workforce unequal to the demands of the 
twenty-first century. To avoid these conse- 
quences, comprehensive services and supports 
for families and young children are increasingly 
necessary. 

A Family-Centered Approach 

The quiet crisis of families with children under 
three requires immediate and far-reaching 
action. But such action cannot be limited to 
governmental programs or business initiatives. 
The problems facing our youngest children 



and their families cannot be solved through 
piecemeal efforts. Americans can work 
together and invest together confident that 
they share common values: a strong family, an 
educated citizenry, a productive workforce, 
and a competitive and sound economy. 

This report argues that America's compas- 
sion for its youngest children, measured in 
investments in high-quality supportive services 
and opportunities, must no longer be a matter 
of chance but of sound social policy. Chance is 
not a force that can sustain children or families, 
or nations. The task force is convinced that the 
nation must 

1 Promote opportunities for responsible par- 
enthood 

* Guarantee quality child care choices for 
children under three 

* Ensure good health and protection for 
infants and toddlers 

* Mobilize communities to support young 
children and their families 

These four goals are interrelated, and each 
addresses a different aspect of the quiet crisis 
currently growing in this nation. In Part II, die 
task force proposes workable measures to 
strengthen families and to foster the healthy 
development of America's youngest children. 
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PART II: 



Starting Points fo.r Our' 
Youncest Children 



4 




Women, children, men,..- 



Lift up your hearts 





Each new hour holds new chancfs 



For a new becinninc 



erIc 
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Promote Responsible 
Parenthood 




e begin with parenting— the most critical starting point. Perhaps nothing we 
humans do is more relentlessly demanding; nothing calls on a wider range of 
physical and emotional capacities. To parent a child entails at least two 
decades of sustained attention; many see it as a lifetime commitment. At the same time, if 
parents are to acquire the resources they need to support their children, they must work, 
usually outside the home. Balancing these responsibilities is never easy. For all these rea- 
sons, the challenges of parenthood are daunting, but its rewards go to the core of what it 
means to be human — intimacy, growth, learning, and love. 

It is difficult to think of an enterprise that is more deeply private. Childrcaring is insep- 
arable from daily domesticity— that messy accumulation of meals and rent payments, laugh- 
ter and laundry, that fills a home. The kind of care parents give to children, the context 
they create for their growth, and the framework they create for later learning spring from 
the rhythms of that life and from the values that give it meaning. 

At the same time, it is difficult to imagine an enterprise that has 
greater impact on public life— on the productivity of our citizenry. The challenges of 
the vitality of our culture, and the strength of our public institutions, parenthood are dauntinc, 
The time, resources, and energy' that parents give to their children but its rewards go to the 
influence the children's success as students and their contributions as C0RE 0 f what it means to Be 
citizens. 1 human—intimacy, growth, 

Developing social policy related to early childhood means negoti- t.E arh t nc , and love. 
ating the middle ground between these private and public interests. 
The goal of the task force, in addressing the issue of responsible par- 
enthood, was not to prescribe an approach to childrcaring; rather, wo sought to identify the 
kinds of information and services parents need for their own self-directed learning and 
growth, so that they can make sound choices for their children. 
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We proceed from these assumptions: When 
women and men make a reasoned commit- 
ment to have children, they are more likely to 
parent well. Their growing children are more 
likely to meet life with optimism, competence, 
and compassion. And when women and men 
are unprepared for the opportunities and 
responsibilities of parenthood — as is the case all 
too often in America today — the risks to their 
children are many and serious. 

In the past, parenting skills were often 
handed down from one generation to the next, 
as extended families, 



The children of adolescent 
parents are more likely 
to suffer poor health, to 
lac in school, and to 
become teenage parents 
themselves. 



living in close proxim- 
ity, shared responsibil- 
ity for raising children. 
The enormous changes 
of this century, increased 
mobility in particular, 
have altered the demo- 
graphics — and conse- 
quently the child care 
arrangements — of many 
communities. Generally speaking, new mothers 
and fathers today are less likely to have learned 
parenting skills first-hand. 2 

How then can those who want children 
prepare themselves for the opportunities and 
responsibilities of parenthood? How can soci- 
ety help? The task force found that those 
undertaking parenthood would benefit from 
education, services, and support in three key 
areas: 

* Planned childbearmg 

* Prenatal care and support 

0 Parent education and support 



Promote Planned Childbearinc 

One of the most effective ways to promote 
healthy child development is to encourage 
women and men to plan childbearing so that it 
occurs under circumstances that minimize risk 
for the child. Too often in America, childbear- 
ing is not planned. Fully 56 percent of all preg- 
nancies in this country are unintended — one of 
the highest rates of unintended pregnancy in 
the industrialized world. 3 Women with unin- 
tended pregnancies are less likely than those 
with planned pregnancies to seek appropriate 
care for themselves while pregnant, to reduce 
or quit smoking, or to comply with recom- 
mended immunization schedules once the 
baby is born. 4 The risks of child abuse and 
neglect, low birthweight, and infant mortality 
are greater for unplanned children than for 
those actively planned and welcomed into the 
world. 3 

The rising rate of teenage pregnancies, 80 
percent of which are unplanned, 6 is cause for 
concern. The risks of unplanned childbearing 
are compounded in teenagers: Most adoles- 
cents are not financially or psychologically 
ready for parenthood. 7 Adolescent mothers are 
also at increased risk of long-term welfare 
dependency. 8 The children of adolescent par- 
ents are more likely to suffer poor health, to lag 
in school, to experience behavior problems, 
and to become teenage parents themselves. <; 
And it is not just a question of the child's wel- 
fare: mother, father, and child all fare better if 
parenthood is postponed to a time when the 
young people are prepared to accept the 
responsibilities and opportunities of parent- 
hood. 10 

The costs to society of adolescent preg- 
nancy are immense. In the six years from 1985 
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to 1990, public outlays related to adolescent 
childbearing totaled more than SI 20 billion. It 
has been estimated that more than $48 billion 
could have been saved if these births had been 
postponed until the women were at least 20 
years old. 11 In 1990 alone, government spent 
S25 billion on social, health, and welfare ser- 
vices to families begun by adolescent mothers. 
By the time babies born to adolescent mothers 
in 1990 reach voting age, they will have cost 
the U.S. taxpayer some S7 billion. 12 

The task force concluded that planned 
childbearing is best achieved when young 
women and men have access to both family 
planning services and educational opportuni- 
ties. Both conditions are essential: educational 
guidance about planned childbearing works 
only if it is accompanied by a full range of fam- 
ily planning services; likewise, family planning 
services are better employed when individuals 
are knowledgeable about their merit and utility. 

But improved education about planned 
childbearing and easiei access to family plan- 
ning services will not by themselves solve all of 
the problems of unintended or at-risk pregnan- 
cies. If young women and men are to delay 
parenthood, they need to believe that other life 
options more appropriate to their age are avail- 
able to them. 

Those who study poverty in inner-city or 
rural areas are concerned by the number of 
very young women — some of them no mere 
than children themselves — who, by becoming 
mothers, limit their ability to escape degrading 
conditions. Perhaps if these women and their 
partners believed that they could make a better 
life for themselves through quality schooling, 
job training, and improved economic opportu- 



nities, they might delay childbearing. Promot- 
ing responsible parenthood means, in part, per- 
suading women and men of reproductive age 
that they may risk losing opportunities if they 
do not plan their families wisely. 

The task force recommends that efforts to 
assist women and men in planning for a family 
must be a part of widely available preventive 
health services. These services and educational 
opportunities must be improved, expanded, and 
adequately financed. Efforts to promote planned 
childbearing will be most effective when they 
occur in the context of better life options and 
increased economic opportunities for both men 
and women. 

Make Family Planning 
Services Available 

Family planning — deciding when to conceive 
a child, using contraception until that time, 
and arranging prenatal care — has contributed 
significantly to the reduction of infant mortal- 
ity over the past 20 years. On average, women 
now wait longer than previous generations 
before having children. 1 ** Contraception 
lengthens the interval between births, which in 
turn contributes to a reduction in low-birth- 
weight babies. 14 Contraceptive services also 
lower the number of unintended pregnancies. 

Public investment in family planning is 
known to be cost-effective. According to one 
set of calculations, every public dolla r spent to 
provide contraceptive services saves an average 
of S4.40 that would have to be spent on med- 
ical care, welfare, and other social services for 
women who would quality for such services if 
they became pregnant. b In this way, public 
investment in family planning saves taxpayers 
over S3 million each year. This conclusion is 
based on the following data: 
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Each year, about 4.5 million American 
women now obtain contraceptives from a 
publicly subsidized source. (They account 
for about 25 percent of women who use 
contraceptives.) 

Without public funding for contraception, 
an average of 1 .2 million unintended preg- 
nancies could be expected to occur each 
year. 

Of these pregnancies, at least 40 percent 
would probably end in abortion; the other 
60 percent — totaling 720,000 pregnancies — 
would be brought to term. 
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Increasing the proportion of planned, low- 
risk births requires a national commitment to 
making family planning services and informa- 
tion widely and easily available. Additionally, 
prompt and careful study of innovative ways of 
making new forms of contraception (for exam- 
ple, Depo-Provera, Norplant, and the "morn- 
ing-after pill") more readily available must be 
part of this national commitment. A full range 
of family planning services must be available so 
that when birth control efforts fail, access to 
other services is also possible. These include 
comprehensive prenatal services and support for 
every pregnant woman, and in some circum- 
stances access to abortion and adoption services. 
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Particular attention should be paid to 
involving men in family planning efforts. 
Avoiding pregnancy is still perceived by most 
Americans as "women's work/' Pregnancies 
would undoubtedly be better timed if men 
understood the importance of planning preg- 
nancies and were willing to communicate with 
their partners on this issue. The media in gen- 
eral, and male role models in particular, should 
Se urged to help create a climate in which male 
involvement in family planning is accepted and 
even encouraged. 

The financial benefits of family planning 
services have been documented, yet the avail- 
able funds have been drastically reduced. 
Between 1980 and 1990, total public dollars 
spent for contraceptive services fell by one- 
third (from S350 million to S232 million, 
adjusted for intlation) despite a 15 percent 
increase (from 34 to 39 million) in the number 
of women at risk of unintended pregnancy 
during that same period. 1 ' 1 

The task force recommends a substantial 
increase in the resources for family planning 
services so that they are funded at a level high 
enough to nice: documented needs. Addition- 
ally, we recommend that family planning ser- 
vices be included among the preventive health 
services required as part of a minimum benefits 
package in health care reform. 

Prepare All Young 
People for Parenthood 
Children learn about parenthood and planning 
for a family from their own parents and fami- 
lies, with the support of schools, religious 
groups, and community organizations. The 
quality of this information now ranges from 
silence, through oblique references to sexual- 



ity, to frank, matter-of-fact talk about the med- 
ical, financial, and social dimensions of parent- 
hood. With smaller and more isolated families, 
the opportunities to learn about the joys and 
responsibilities of parenthood at home have 
been reduced, and responsibility for "family 
life education" in American society has shifted 
primarily to schools. Parents generally support 
this trend: more than 75 percent of parents feel 
that schools should play a role in family life 
education. 17 Although many school districts 
now offer family life education from kinder- 
garten through grade twelve, the content and 
quality of the curricula vary considerably. 

The task force recommends a substantial 
expansion of efforts to educate young people 
about parenthood. Fam- 
ilies should be the first 
source of such educa- 
tion, but schools, places 
of worship, and com- 
munity-based youth 
development organiza- 
tions also have parts to 
play. Education about 
parenthood can begin 
in elementary school; it 
should start no later 

than early adolescence. Such education should 
cover, in an age-appropriate, culturally sensi- 
tive manner, these topics: 

• The development of infants, young children, 
and adolescents, and how parents, families, 
and communities can meet their needs 

• Models of childrearing. parenting skills, and 
the significance of family composition and 
environment on child development 

• Impact of childbearing and childrearing on 
the educational and occupational choices of 
parents, especially mothers 



Increasing the proportion 
of planned, low-risk births 
requires a national 
commitment to making 
family planning services 
and information widely and 
easily available. 
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Preparing Young People for 
Responsible Parenthood 



Eariy adolescence provides unprecedented 
opportunities for educators and health profes- 
sionals to capitalize on young people's natural 
curiosity about bodily changes to promote health- 
ier lifestyles that will have long-lasting benefits. 
By the same token, it is during adolescence that 
this same curiosity may lead young people to 
engage in self-damaging behaviors that may 
shorten life or impair its quality. For example, 
more and more adolescents are becoming sexu- 
ally active at an earlier age, risking pregnancy, 
sexually transmitted diseases, a high miscarriage 
and abortion rate, and poor pregnancy outcomes 
such as low-birthweight babies. To be healthy, 
young people need both critical information and 
access to health services. Two promising direc- 
tions are described below. 

Comprehensive Human 
Biology Curriculum 

* A comprehensive human biology curriculum 
has been developed by educators at Stanford 
University. The Human Biology Middle 
Grades Life Science Project has developed a 
two-year curriculum that should help adoles- 
cents understand and cope with the social, 
behavioral, and health problems they 
encounter. The curriculum covers adolescent 
development and physiology, genetics, and 



environmental science. Units such as "Your 
Community Culture," "Youth and Family," 
and "Become an Adult" help students to learn 
about human development and to develop 
the responsible attitudes and behaviors that 
are the foundations of effective parenthood. 

Comprehensive Family Life 
Education and Health Services 

• A growing number of middle and high 
schools, with parental approval, are offering 
adolescents a good start toward responsible 
parenthood by combining family life educa- 
tion with the needed health services and sup- 
ports to avoid early childbearing. Compre- 
hensive school health services help 
adolescents to delay sexual activity, offer 
knowledge about effective methods of preg- 
nancy and disease prevention, including 
abstinence and contraception, and provide 
prenatal health services to adolescents who 
do become pregnant; the centers also provide 
preventive health services such as immuniza- 
tions. Young people find these health centers 
responsive, convenient, and economical. 

Together, these approaches provide a com- 
prehensive strategy that more schools should 
adopt. * 



» Human reproduction, including the role ot 
overall health in reproductive outcomes*, 
methods of birth control, including absti- 
nence: and the importance of health protec- 
tion and promotion in the prenatal period 

» The causes of sexually transmitted diseases 
and ways of avoiding them 

* The effect ot" behavioral and environmental 
threats (including stress, poor nutrition. 



violence, and substance abuse) on the 
health of pregnant women and of children 
and families 

The availability of social services and other 
neighborhood supports, ranging from fam- 
ily planning and early intervention services 
for families at risk to Head Start programs 
and community health and social services 
Religious groups, community programs, 
and the media can deliver helpful and healthy 
messages that complement those that young 
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people receive at home and school. These 
messages must emphasize that all children need 
committed parents and families. Young men in 
particular must understand their responsibilities 
as fathers. 

Encourage Pre-conception Care 
Research confirms the lessons of common 
sense: it is unwise to isolate planning for a fam- 
ily from general health and social services. Evi- 
dence points increasingly to the importance of 
a woman's overall health status to her repro- 
ductive life. Indeed, all aspects of a woman's 
life affect the child she carries. 

A landmark U.S. Public Health Service 
report observed that pre-conception diagnosis 
and treatment of medical and psychosocial risks 
can eliminate or reduce hazards to mother and 
child and are more likely to be effective 
because they can be initiated without harm to 
any fetus. "For example, preexisting illness 
such as diabetes or hypertension should be ade- 
quatelv treated or controlled, and behavior 
such as smoking, drinking, or using illicit drugs 
should be modified or eliminated before preg- 
nancy onset/* the report said. "Preconception 
identification of women with any kind of 
medical illness or unhealthy behaviors provides 
the opportunity for appropriate treatment, 
pregnancy planning, early entry into prenatal 
care, or recommendations for avoidance ot 
pregnancy." 18 

Women who want children should have a 
medical checkup before conception. Too 
often, women are several months pregnant 
before seeking medical advice, and the delay 
may compromise healthy fetal development. 19 
Because the greatest sensitivity to environ- 
mental factors occurs between 17 and 56 days 



after conception, this period is especially 
important. 20 A woman whose pregnancy is 
unplanned is at particularly high risk, as are 
women who are taking prescription medica- 
tions or abusing alcohol or drugs. These 
women may be risking serious damage to the 
embryo and fetus without knowing it; a 
checkup before conception will give them the 
opportunity to change their use of these sub- 
stances in time to avoid potential damage to 
the fetus. 21 

Many substances adversely affect fetal 
development. Fetal alcohol syndrome, the 
most serious consequence of heavy drinking in 
pregnancy, may cause learning disabilities and 
mental retardation in the child 22 ; smoking, 
poor nutrition, and the use of other drugs 
worsen the effects of alcohol. These substances 
are particularly harmful to the fetal brain, 
which experiences the fastest growth of any 
organ during pregnancy. 23 Other substances 
are also harmful: exposure to lead early in fetal 
life, for example, can cause irreversible damage 
to the developing central nervous system, and 
even exposure to dental and other x-rays can 
harm a fetus. 

What a woman does not consume is also 
important. For example, folic acid deficiency 
in the diet of pregnant women may cause 
spinal column defects in the child. A chroni- 
cally malnourished woman is apt to be in rela- 
tively poor physical condition before and dur- 
ing pregnancy. Compared to a well-nourished 
woman, she is less likely to be able to fight off 
infections and more likely to deliver prema- 
turely a low-birthweight baby with physical, 
behavioral, and intellectual difficulties. 24 

Women and men need to know these facts. 
The task force concurs with the Public Health 
Service in recommending that, by the year 
2000, all parents-to-bc make a pre-conception 
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health visit that would cover nutrition, contra- 
ception, and healthy behaviors in a compre- 
hensive way. 25 

Ensure Comprehensive 
Prenatal Care and Support 

Pregnancy provides one of life's "teachable 
moments/' A pregnant woman is likely to be 
highly receptive to information about her own 
health care, that of her family, and especially 
that of her soon-to-arrive child. The task force 
recommends that prenatal care be broadly 
defined to include at least four components: 
Early and continuing risk assessment 
Health education and promotion 
Medical and social support services 
Medical treatment for at-risk conditions 
In the best settings, prenatal care is carefully 
tailored to the needs, preferences, and risk pro- 
file of the individual woman. It may include 
HIV screening: approx- 
imately 30 percent of 
infants born to women 
infected with HIV 
(Human Immunodefi- 
ciency Virus) will be 
HIV-infected and will 
have significant health 
problems. 26 Doctors 
and nurse-midwives 
attend not only to med- 
ical needs, but also to 
each woman's nutri- 
tional and psychological 
needs. They advise preg - 
nant women against 
smoking, substance abuse* environmental tox- 
ins, and excessive stress. They are alert to signs 
of domestic violence. Sensitive physicians also 



We have overwhelming 
evidence that prenatal care 
is crucial to the health and 
well-being of our youngest 
children. but the evidence 
is also mounting that 
millions of American 
children are coming into 
the world without benefit 
of this care. 



attempt to diagnose and treat depression: 
depressed pregnant women are more likely to 
jeopardize their own and their babies' health 
through smoking, substance abuse, and poor 
nutrition. 27 

More than physical health is at stake during 
the prenatal period. An infant's capacity for 
learning in the critical years following birth is 
intimately tied to brain development in utero 
(see Part I), and thus to the prenatal environ- 
ment that the mother provides. During preg- 
nancy, chemical, viral, or bacterial agents may 
cross the placental barrier and cause abnormal- 
ities in the developing embryo or fetus, partic- 
ularly the developing brain. Children exposed 
to drugs in utero are prone to learning difficul- 
ties, attention deficits, and hyperactivity as well 
as to behavioral and psychosocial problems. 28 

The benefits of prenatal care, particularly in 
the first trimester, have been repeatedly docu- 
mented: women who receive a full course of 
such care stand a much better chance of deliv- 
ering healthy, full-term, normal-weight babies 
than women who do not. Low-birthweight 
infants (2500 grams or less) are significantly 
more likely than normal-birthweight infants to 
have neurodevelopmental handicaps. 29 Centers 
that follow low-birthweight infants report rates 
of learning difficulties running as high as 40 to 
45 percent.* 50 Further, low-birthweight and 
premature babies are more likely to have con- 
genital anomalies and more frequent respira- 
tory tract infections. Over 40 percent of these 
infants are rehospitalized more than once in 
their first year of life. 31 

In short, we have overwhelming evidence 
that prenatal care is crucial to the health and 
well-being of our youngest children. But the 
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evidence is also mounting that millions of 
American children are coming into the world 
without benefit of this care, and their numbers 
are increasing 32 : 

• About one-fourth of pregnant women do 
not receive the recommended level ot pre- 
natal care. 

• The percentage of pregnant women who 
receive virtually no prenatal care (no more 
than a visit or two in the last few weeks of 
pregnancy) has increased in recent years. 

• Mothers are less likely to obtain adequate or 
prompt prenatal care if they are young, poor, 
unmarried, relatively uneducated, unin- 
sured, or living in inner cities or rural areas. 
There are some encouraging signs: since 

the 1 c M)s, the proportion of African American 
and Native American women who obtained 
early prenatal care rose from about 40 percent 
to 60 percent. 



Women with unintended pregnancies tend 
to obtain prenatal care later than those with 
intended pregnancies. Women who do not 
expect to conceive may be less aware of the 
signs and symptoms of pregnancy and therefore 
may recognize the pregnancy later. Those who 
view their pregnancy negatively may delay 
prenatal care while deciding whether to seek 
abortion. Moreover, an unplanned pregnancy 
is likely to evoke ambivalent feelings that may 
result in late or sporadic care. Here again, one 
sees the links among family planning, intended 
pregnancy, early prenatal care, and healthy 
infants. 

The task force concurs that all pregnant 
women must be drawn into comprehensive 
prenatal care early in pregnancy. This requires 
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Prenatal Care: the Key to a 
Healthy Baby 



Obtaining early and comprehensive prenatal care is the 
best thing a woman can do to have a healthy baby. Yet 
the importance of prenatal care in reducing infant mor- 
tality and low-birth weight babies is not always under- 
stood by the general public, nor are services readily 
available to all pregnant women. 

Through the Southern Regional Project on Infant Mor- 
tality, many states in the South are developing innovative 
and effective strategies to increase the availability and 
use of prenatal care. 

South Carolina Mounts a 
Public Awareness Campaign 

South Carolina's "Caring for Tomorrow's Children" pro- 
gram combines a media campaign, a statewide hotline, 
and an incentive program to spread the message about 
the importance of prenatal care. 

• The media component brings its message to the pub- 
lic through posters, billboards, brochures, and televi- 
sion and radio announcements. 

The campaign links pregnant women to the statewide 
information and referral hotline to help them make 
their first prenatal care appointments. 

* The incentive program encourages women to begin 
prenatal care as early as possible by offering coupons 
redeemable for services and products such as diapers 
and bibs. Coupons are validated by the woman's pre- 
natal care provider at each appointment. 

Louisiana and Georgia Help Reduce the 
Shortage of Prenatal Care Providers 

In 1990 the Louisiana legislature passed the Health Care 
Access Act. The act requires medical, nursing, and alii ed 
health schools to adopt programs and policies that will 



result in more perinatal health care providers returning to 
rural and other underserved areas. State medical school 
admissions policies must ensure that students from rural 
and underserved areas make up half of each first-year 
class. The act also encourages support and relief services 
for overworked health care professionals who practice in 
medically underserved areas of the state. 

In 1986 Georgia developed the Nurse Midwifery 
Project to recruit certified nurse-midwives for under- 
served areas of the state. Within three years, 3,318 
women and their infants received prenatal and delivery 
services through the project, at a total cost of only $1 .4 
million. The project has been successful in lowering infant 
mortality rates: The state's infant mortality rate in 1988 
was 1 2 per thousand; for infants whose mothers received 
prenatal and delivery services from the project's certified 
nurss-midwives the rate was 8.2. 

The District of Columbia Employs a 
Maternity Outreach Mobile Van 

The District of Columbia's Department of Health and 
Human Services employs an outreach worker to drive a 
van through the city's neighborhoods and transport preg- 
nant women who have not yet obtained prenatal care to 
an appropriate provider. Each week the van travels to 
those areas of the city with the highest infant mortality 
and morbidity rates. The outreach worker talks to women 
in the neighborhoods, distributes perinatal health care 
information, and offers advice on good prenatal health 
care habits and nutrition. The person-to-person contact 
enables the outreach worker to build relationships with 
the local people, who often help her identify women who 
are in need of transportation and referral assistance. $ 



the intensification of national, state, and local 
efforts to improve the availability and use ot 
prenatal services. Specifically we recommend 
the removal of the barriers that now stop 
women from receiving comprehensive prena- 
tal care, including inadequate financing and the 
absence of local services, particularly in inner- 



city and isolated rural areas. Cultural and lan- 
guage barriers and the lack of child care, trans- 
portation, and translation services also keep 
many women from receiving prenatal care. A 
woman's fears about being pregnant or her lack 
of understanding of i lie importance of care are 
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Improving Life Outcomes for Adolescent 
Mothers and Their Children 



Many communities are taking a two-generation 
approach to changing life outcomes for the better, by 
offering programs that serve both mothers and their 
babies. The services may be offered through community 
settings such as schools, health facilities, or neighbor- 
hood family-child centers. When programs are well- 
designed, beginning during pregnancy end continuing 
after the baby is born, outcomes are encouraging, espe- 
cially for adolescent mothers and their children. 

Visiting Nurses 

One highly promising strategy to reach mothers and chil- 
dren is through home visits. Frequent home visits by 
nurses during pregnancy and the first two years of the 
child's life have besn shown to reduce many of the health 
and social problems associated with childbearing among 
adolescent, unmarried, and low-income mothers. 

Pregnant women who participated in the Prenatal 
and Infancy Home Visiting Program in Elmira, New 
York, for example, cut down on cigarettes and 
improved their diets, experienced greater informal 
social support, and made better use of childbirth edu- 
cation and the Women, Infants, and Children (WIC) 
nutritional supplementation program. These women 
also had 75 percent fewer preterm deliveries. Babies 
born to young adolescents who had been visited by 
nurses weighed more on average than babies of young 
mothers who had not been visited. Among mothers who 
were poor, unmarried, and adolescent, a 75 percent 
reduction in cases of child abuse and neglect was 
observed. Children who were visited by nurses had 32 
percent fewer emergency room visits during the second 
year of life, and low-income, unmarried women who 



were visited participated in the workforce 80 percent 
more and bore 43 percent fewer subsequent children 
than those provided with less comprehensive services. 

School-Based Programs 

Another promising way to improve outcomes for young 
mothers and their babies is by using comprehensive 
school-based programs. The Polly T. McCabe Center in 
New Haven, Connecticut, for example, is a short-term 
public school for pregnant students and new mothers, 
who otherwise might be forced to drop out of school. In 
addition to education, the center offers social and med- 
ical services. It features small class sizes, high-quality 
individually paced instruction, personalized guidance, 
and mentoring. Students are encouraged to consider 
long-term life options as they make progress toward com- 
pleting their high school education. The goal of the pro- 
gram is to help the students plan for eventual self-suffi- 
ciency — including delaying subsequent childbearing, 
which has been shown to be a major predictor of greater 
success in life. 

The most surprising finding of this program's evalua- 
tion was that students who remained seven weeks or 
longer postnatally were almost three time less likely to 
deliver a new baby within the next two years than stu- 
dents who left McCabe sooner. Five years after the birth 
of their first child, those same students still showed the 
effects of their stay at McCabe: 70 percent of the short- 
stay mothers had delivered one or more children, while 
only 45 percent of those who stayed seven weeks or more 
had done so. ® 



also barriers to seeking out prenatal eare. C-lin- 
Kians. educators, and social workers must help 
pregnant women understand how important 
prenatal care is to their own and their chil- 
dren's well-being. 

Of all of these barriers, money is probably 
the most important tor most women. Health 
care fniancinu svstems are badly needed to sup- 



port continuity among prenatal, delivery, and 
postpartum care. Financing tor prenatal care is 
often spotty: it sometimes does not cover 
delivery: and it often fails to provide even rudi- 
mentary follow-up care to new mothers who 
need extra support and education. 
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We have ample evidence that investments in 
prenatal care pay off: For example, the Office of 
Technology Assessment concluded in 1988 that 
prenatal care helps decrease the incidence of 
low-birthweight infants. For every instance of 
low-birthweight averted by earlier or more fre- 
quent prenatal care, the U.S. health care system 
saves between SI 4,000 
and $30,000 in new- 
While we readily born hospitalization, 

ACKNOWLEDGE THE VALUE OP ^hospitalization » the 

first year, and long- 

JOB TRAINING IN OTHER AREAS, i 1# i ^c** 33 

term health care costs. 

we TEND TO ACT AS IF The task force rec- 

PARENTIN G SKILLS SHOULD OWX^nds th * *U P«g- 

nant women have uni- 

COME NATURALLY. T 

versal access to com- 
prehensive prenatal care 
as a core component of any health care reform 
package that this nation adopts. It would be a 
wise and cost-effective investment to have 
pregnant women phased in first, because of 
their overrepresentation among the uninsured 
and because a healthy start in a child's life holds 
the promise of a lifetime of productivity. 

Provide Opportunities for Parent 
Education and Support 

No job is more important to our nation's 
future than that of a parent, and no job is more 
challenging. But while we readily acknowl- 
edge the value of job training in other areas, 
we tend to act as if parenting skills should 
come naturally. Too often, policymakers base 
decisions on this assumption, overlooking their 
own experience, both as parents and as chil- 
dren. For most parents, raising children is a 



ERIC 



36 



55 



trial-and-error process marked by countless 
frustrations. Parents across all social and eco- 
nomic strata enter parenthood wanting to do a 
good job, but they frequendy have limited 
experience or knowledge about raising chil- 
dren. They are often reluctant to admit that 
they might benefit from learning more about 
children and parenting. Yet, effective parent 
education and support can build on families 5 
strengths so that parents feel more knowledge- 
able, more confident, and more valued. 

The task force notes that many — perhaps 
most — parents could benefit from parent edu- 
cation and support, parent-to-parent support, 
or both. This is especially true for parents of 
infants and toddlers. Even in the best of cir- 
cumstances, the newness of the parental role, 
coupled with the child's rapid physical, intel- 
lectual, and emotional development, make the 
parents' job demanding and at times over- 
whelming. As a result, parent education and 
support programs have appeared, ranging from 
grassroots, community-based efforts staffed 
with volunteers (for example, the pioneering 
Family Focus Program begun in Evanston, Illi- 
nois), to statewide programs, such as those in 
Kentucky, Missouri, and Minnesota, that are 
available on a universal and voluntary basis. 

These initiatives are found under many 
names in different localities; moreover, the dis- 
tinctions remain blurred between parent edu- 
cation and family support. Operationally, the 
two go hand in hand. In some instances, a fam- 
ily support program may be mostly a parent 
education and emotional support program; 
elsewhere, it may include services such as liter- 
acy classes or job training. Most programs have 
abandoned a one-size-fits-all approach and 
recognize that the critical ingredient is respon- 
siveness to family strengths and needs. 
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Pregnancy and the immediate postpartum 
period also offer excellent opportunities to 
provide new mothers with important health 
education. Sensitive practitioners can talk with 
mothers about the importance of breast-feed- 
ing, nutrition, and injury prevention; can refer 
them to helpful ronmunity services; and can 
detect early signs of child abuse. Follow-up 
care for mothers in high-risk settings (for 
example, very young single mothers) is espe- 
cially important. In poor communities, young 
parents need a dependable person who can 
provide social support through the months of 
pregnancy and beyond. 
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Key Elements of Supportive 
Parent Education 

Families vary tremendously in their structure, 
values, needs, and resources, as well as in their 
ability to seek and use parent education and 
support. Still, certain key elements define suc- 
cessful parent education. Successful programs 

• Establish and maintain an ongoing relation- 
ship with parents 

• Are geared to the strengths, styles, and 
needs of individual families 

• Increase understanding of child develop- 
ment and parent-child relationships 

• Provide models of parenting 

• Teach new parenting skills 

• Provide a network of social support with 
other parents 

• Facilitate access to community resources 
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Two Programs that Improve Parents' 
Childrearinc Skills 



Imaginative programs in Oregon and Texas 
demonstrate that parent education and support 
can be offered to the general population as well 
as to specific groups and can improve parents' 
childrearing skills. 

Oregon — Birth to Three 

Since 1978, the nonprofit organization Birth To 
Three has brought new parents in Eugene, Ore- 
gon, together to share experiences, study early 
child development, form a support network, and 
learn about community resources. Programs are 
community- or school-based and are run by pro- 
fessional staff members assisted by volunteers. 

More than 10,000 families have benefited 
from this program, which is offered to all fami- 
lies — there are groups for single parents, working 
parents, and parents with multiple births. A pro- 
gram aimed at pregnant teenagers and teenage 
parents includes weekly group meetings, home 
visits, crisis assistance, and life-skills training. All 
parents have access to a resource hotline, 
newsletter, and posters; a weekly parenting col- 
umn also appears in the local newspaper. 

Texas — Avance 

A widely acclaimed family support and education 
program begun in Texas in 1 973 serves Mexican 
American families. Each year Avance serves 
2,000 families with young children in Houston, 



San Antonio, and the Rio Grande Valley. Avar<-e 
operates in public housing centers, in elementary 
schools, and through its family service centers. Its 
Parent-Child Education Program conducts home 
visits by trained staff members (many of them for- 
mer participants), presents weekly classes on 
child growth and development, and disseminates 
information about community services, English 
classes, and high school and employment prepa- 
ration courses. 

Avance provides free child care so that moth- 
ers can attend classes; when their children are 
older, some mothers serve as volunteer aides at 
the child care center, thus learning more about 
child development. Avance staff members, most 
of whom have some college education in relevant 
disciplines, emphasize individual attention to the 
child and support for the mother. Avance also 
involves fathers: staff encourage fathers to partic- 
ipate at the centers and connect fathers with job 
training initiatives, parenting education, and 
social support networks. 

Evaluations show that Avance programs 
improved families' ability to provide an emotion- 
ally stimulating and nurturing environment for their 
young children, positively influenced mothers' child- 
rearing attitudes and knowledge, and expanded 
mothers' use of community resources. O 



Good parent education and support pro- 
grams share many goals. They seek to respond 
to family strengths and needs, to improve 
parental attitudes and behavior toward the 
c hild, and to heighten the child's chances of 
becoming a healthy and resilient adult. Beyond 
that, great variation exists. 

The task force finds that parent education 
and support can be effective. A variety of pro- 
grams have been found to have consistent and 
persistent influence on both parental behavior 
and the intellectual development of the young 



children.' 4 Researchers have also found sec- 
ondary benefits: for example, mothers who 
have taken part in parent education programs 
provide more age-appropriate toys and spend 
more time reading to their young children 
than do mothers who 'iave not. Modest bene- 
fits also accrue to the parents: compared with 
other mothers, for example, program partici- 
pants express more confidence and satisfaction 
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with parenting. These are welcome results, 
because improved interactions within the fam- 
ily system may have a substantial and lasting 
influence on the family environment and the 
child's development. 

Parent education and support programs 
should match family strengths and needs. For 
example: 

• Parents who lack transportation or who 
have other young children at home may 
benefit more from an individualized, 
home-based approach; more socially ori- 
ented parents, including adolescents, might 
prefer peer discussion groups. 

• Parents of infants may find a home-based 
approach more effective; as their babies 
become toddlers, they may prefer a combi- 
nation of a play group and group discus- 
sion. 

• Working parents might find it more sensi- 
ble to have parent education and support 
tied to a child care program. 

• Parents of children with special needs may- 
find it helpful to participate in groups 
headed by other experienced parents. Such 
parent-to-parent support networks have 
been established in virtually every state. 

• Parents living in rural areas, where groups 
might be more difficult to assemble, might 
seek advice and support from professionals 
and other parents via computer networks 
or teleconferencing. 

The task force recognizes that families with 
high levels of stress and severe economic hard- 
ship have urgent needs that clearly cannot be 
met through education alone. For these fami- 
lies, parent education will do little good unless 
it is combined with substantive and sustained 
support. As a task force member said, "A few 
parent education classes in the public housing 
projects and other places where low income 



people are congregated will not eliminate child 
abuse and other forms of violence, get children 
ready for school, instill responsibility, con- 
science and good values in young children. 1 ' 
Parent education opens the door, but it must 
be linked to ongoing family support. However, 
the desire of families to take good care of their 
infants and toddlers can provide an opportu- 
nity to address other issues. 

The task force concluded that to serve these 
families, parent education and support pro- 
grams must be built into a coordinated array of 
services such as health care, child care, literacy 
classes, and job train- 
ing. Some communities 

have formed coalitions Families with high levels 

to coordinate services. 



These coalitions have 



OF STRESS AND SEVERE 



ECONOMIC HARDSHIP HAVE 



been able to generate 

public support and URGENT NEEDS THAT CLEARLY 

local funding, utilize CANNOT BE MET THROUGH 

local resources, and 

. , , , EDUCATION ALONE. 

identify and expand 

promising new pro- 
grams; they also are able to match families with 
suitable programs. Parent education and sup- 
port programs appear to have come to be 
accepted as one of the basic elements of an 
integrated approach to supporting families. 

Many parent education and support pro- 
grams enthusiastically recruit local community 
members as key staff contacts with parents. 
This approach has the advantages of providing 
training and employment for members of the 
community, drawing on the insights of people 
who have lived in similar social situations, and 
avoiding disparities in culture, language and 
values between clients and practitioners. 3:> 
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How States Can Support 

Parenting Education 

/ 

State initiation and financing of family support 
programs is still relatively new. Many states have 
developed successful programs designed to meet 
various needs: to prepare children for school 
(Missouri), to teach parenting techniques (Min- 
nesota), to improve family literacy (Kentucky), 
and to support teenage parents (Maryland). 

Missouri's Parents as Teachers (PAT) pro- 
gram sends certified parent educators to visit 
expectant families at home and teach them how 
to be "their child's first teacher." PAT staff mem- 
bers set up group meetings for parents, screen 
children for early detection of problems, and link 
parents with other community resources, such as 
child care, health, and social services. Because 
this state-legislated program crosses all socioeco- 
nomic and educational boundaries, it attracts 
both high-risk families and those who need less 
intensive services and supports. Evaluations show 
that PAT children score well above national norms 
on measures of school -related achievement and 
that parents like the program. PAT had grown 
from four pilot sites in Missouri in 1981 to 1,233 
programs in forty-two states, the District of 
Columbia, and four foreign countries by late 
1993. 

Minnesota's Early Childhood Family Educa- 
tion program is a statewide, state-funded effort 
operating in more than 300 school districts. It 
offers child development information and parent- 
ing techniques, encourages healthy communica- 
tion between parent and child, and promotes pos- 
itive parental attitudes. The program is open to all 
families with children from birth to kindergarten. 
Parents and children spend an average of two 
hours a week at the center: parents spend time 
with iheir children and talk with other parents 
while their children, overseen by trained early 
childhood educators, engage in discovery and 
cooperative play, learn to separate from parents, 



and develop cognitive and motor skills. Centers 
employ licensed early childhood and parent edu- 
cators, as well as aides and volunteers from local 
communities. 

Kentucky enacted the Kentucky Education 
Reform Act of 1 990 to reduce barriers to learn- 
ing. Family Resource Centers (for families with 
children up to age five) operate out of elementary 
schools. Within two years, 223 centers, funded 
through a competitive grant process, opened 
throughout the state; a total of 373 centers now 
serve 57 percent of the state's families with chil- 
dren under the age of five. The Family Resource 
Centers offer before- and after-school child care, 
child development education for pregnant women 
and mothers, literacy training for mothers who 
are earning their GED, training and supervision 
for child care providers, and health and social 
services referrals. The program receives local and 
private funding. 

Maryland's Friends of the Family is a 
statewide network of family support centers 
administered by an independent agency estab- 
lished with state assistance in 1985 to address 
high rates of teenage pregnancy and child abuse 
and neglect. Today, this public-private agency 
oversees thirteen family support centers that pri- 
marily serve mothers younger than twenty-five 
with children younger than three. All centers pro- 
vide social support services, assistance in child 
development and parenting education, and assis- 
tance for those completing their GED. The centers 
emphasize close community ties through their 
policy advisory boards, which include parents, 
community leaders, and social service agency 
representatives. They also find hard-to-reach 
families and provide supplementary services such 
as child care and transportation. • 
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For example, South Carolina's Resource 
Mothers home visiting program links pregnant 
adolescents with "resource mothers" — experi- 
enced mothers who live nearby. They have 
successfully raised their own children and can 
help new mothers learn the adaptive skills they 
urgently need; they can also help them gain 
access to community resources. Just as impor- 
tantly, resources mothers offer sympathetic and 
sustained attention. 36 Such prenatal and post- 
partum home visiting services have been 
shown to improve the health of babies, reduce 
child abuse, and save money. 37 

Some experts have concluded, however, 
that the most successful programs depend on 
more highly trained professionals who can 
apply general principles to different family 
types and cultures. 38 Debate about staffing 
exists, but there is agreement that a key com- 
ponent for both professionals and paraprofes- 
sionals is the individual's level of training. A 
number of universities are now engaged in 
research and program development focused on 
parent education and support. 

Shift in Thinking Needed 
The task force recommends that parent educa- 
tion and support be available on a voluntary 
basis to all parents with children under age 
three. It is a preventive strategy that can 
strengthen all families, particularly those with 
infants and toddlers, thus improving conditions 
in which very young children are raised. It is 
often said that children are our most valuable 
natural resource, but children do not come 
without families. It is time to develop strategies 
to conserve and nurture the family environ- 
ment of our future generations. A commit- 
ment to providing parent education and sup- 
port programs in every American community 



could signal a shift in national thinking from 
the current state of supporting specific individ- 
uals and families to valuing families within the 
community. 

Policymakers and program administrators 
recognize the need for such programs along 
with other services that benefit families with 
young children. Innovative state legislation, 
such as Missouri's Parents As Teachers Educa- 
tion Act of 1981, and 
statewide initiatives, 

such as those launched Children are our most 



in Minnesota and Ken- 
tucky — open the way 
to support families. The 



TO DEVELOP STRATEGIES TO 



VALUABLE NATURAL RESOURCE* 
BUT CHILDREN DO NOT COME 

task force encourages all without families. It is time 

states and communities 
to use funds from exist- 

j CONSERVE AND NURTURE THE 

ing state and federal 

sources and from new family environment of our 

sources, such as the fed- 
eral Family Preservation 
and Support Service 

Program, to initiate and expand community- 
based parent education and support programs 
for families with infants and toddlers. 
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Guarantee Quality Child 
Care Choices 



o 



ver the past three decades, American family life has changed dramatically, 
forcing a reconsideration of family policy. The most significant change has 
been the increasing numbers of mothers in the workforce. Whereas only 17 
percent of mothers of one-year-olds worked full-time or part-time in 1965, fully 53 per- 
cent were in the labor force in 1991. More than 5 million infants and toddlers are now in 
the care of other adults while their parents work. 1 In a very real sense, both parents and 
child care providers are jointly raising many of this nation's youngest children. 

How well is the current system of child care meeting the needs of our youngest chil- 
dren and their families? In some well-run settings, competent child care providers attend to 
small numbers of children, and infants and toddlers experience a happy and stimulating day. 
But in many other settings, five, six, or even seven infants are cared for by one well-mean- 
ing provider. At any one time, this caregiver can console, nurture, pick up, and talk to only 
one or two babies; the other babies are ignored. Children (and adults) in these settings — 
which probably constitute the majority — are overstressed and unhappy. 

Yet many parents of infants and toddlers have few child care choices. They would like 
to stay home longer after their baby is bom, but someone must pay the bills. Faced with 
the challenge of arranging child care for the first time, most parents 
feel scared, guilty, and terribly alone. Most are concerned about what 

will happen when they are not with their baby; they seek a provider More than 5 million infants 
who they think will give the baby the kind of care and consistency and toddlers are now in the 
they would if they were at home. Unfortunately, many parents are care of other adults while 
forced to "make do" — to accept care that is safe and affordable but their parents work. 
that falls short of the quality they would like for their young child. 
Many find themselves searching again and again for new arrangements as their initial 
"choices" prove unreliable and unstable. The disruption to the child, the family, and the 
parents' working life is immense and costly. 
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The Search for Child Care 



Unpaid bills have piled up, helpful in-laws have departed, 
and the young parents of a newborn now face the challenge 
of finding child care. The father is already back at work and, 
six months after delivering, the mother must also earn money. 
She lost her job when she left to have the baby. 

The couple agonizes over whether the mother is leaving 
the child too soon, whether they can find care as good as they 
themselves provide, whether they can find any acceptable 
care. They have talked with friends and family, done their 
reading, and they know that the arrangement they make will 
influence the healthy development of their child. 

Friends warn of problems; a few say, "You just have to be 
lucky." They visit family child care settings in the neighbor- 
hood and child care centers. The family child care home they 
liked had no openings, and in the other, the parents agreed, 
the provider was already caring for too many young chil- 
dren — three infants and two four-year-olds. In one center they 
are appalled to see a worker feeding five babies, lined up in 
five highchairs, from one bowl of cereal. Other centers are too 
expensive or too far away. Ideally, the mother would like to 
find both work and child care with an employer who provides 
a quality center. Her inquiries turn up no such opportunity. 

Their only choice may be the one affordable center in their 
area that has an opening: the center where the babies were 
lined up in the highchairs. d 



As a result of this child care crisis, in.iny of 
our youngest children suffer. They miss impor- 
tant early experiences that are necessary to 
develop healthy intellectual and social capaci- 
ties. It is no wonder that parents .ire con- 
cerned. Their children's well-being is jeopar- 
dized by 

> Poor-quality care 

» Lack of affordable care 

• High turnover among providers due to 

inadequate compensation and working 

conditions 
» Weak consumer protection 
» A fragmented system of deliven' 



This chapter offers strong evidence that our 
society has an important responsibility to pro- 
vide all parents who need it with quality, 
affordable child care. The costs of providing 
such care will be significant, but the costs of 
ignoring the growing crisis in child care qual- 
ity are even higher. 

The task force strongly recommends that 
our nation make the availability of quality child 
care choices to all parents of infants and tod- 
dlers a high priority. Such availability fosters 
the healthy growth and development of chil- 
dren, their readiness for school, and eventually 
their productivity as members of the work- 
force. 

Parents need options about when to begin 
child care, and they need child care arrange- 
ments that are high-quality, accessible, and 
affordable. These options include a continuum 
of parental and nonpareil tal forms of care 
throughout the first three years. This nation 
will ensure that parents have genuine choices 
about the care of their young children when 
we 

Improve parental leave benefits 
» Ensure quality child care for infants and 
toddlers 

» Provide parents with affordable child care 
options 

> Develop networks of family-centered child 
care programs for infants and toddlers 

Improve Parental Leave Benefits 

Infants' early experiences are critical to their 
healthy development. Experts can now sub- 
stantiate the benefits of allowing ample tune 
for the mother to recover from childbirth and 
for the parents to be with their new baby dur- 
ing the first months of life.- Most physicians 
recommend at least six to eight weeks away 
from work for lull medical recovery from 



44 



63 



SI A R 1 lN(i POINTS 



pregnancy and childbirth. Infants have a 
healthy start in life when parents are able to 
stay at home during the early months. Breast- 
feeding and in-home care offer protection 
from infection before the infant has developed 
a mature immune system. 

In addition, this time together is critically 
important to the relationship between infants 
and parents. Young infants are very sensitive to 
their environments and to the adults who care 
for them. Substantial and consistent parental 
contact during these earliest months allows 
interactions that help the baby form secure, 
loving attachments to parents and other family 
members. Parents' emotional responsiveness is 
critical to ensuring that infants become conn- 
dent and competent — they learn that their 
needs will be met and that what they do makes 
a difference. This basic trust is necessary for 
healthy psychological development through- 
out life. 

Parents and families also need time to 
adjust. The birth or adoption of an infant is a 
sensitive moment in the family's life. Parents 
need time to get to know their infants, to 
understand their babies' rhythms, patterns, and 
preferences. Mothers and fathers learn to 
respond appropriately through these earliest 
interactions, and early success helps parents to 
become confident in their new roles. Such suc- 
cess is especially difficult to achieve when both 
parents have demanding work schedules. 
When adequate parental leave benefits enable 
infants and parents to have sufficient time 
together, everyone profits. 

When new mothers are surveyed on how 
long a parental leave they would prefer, they 
say six months. They want time to get to know 
the baby; time to adjust to the baby's schedule. 



to find quality child care, and to phase in their 
return to work. 3 Experts generally recom- 
mend a four- to six-month parental leave as 
critical to fostering healthy infant develop- 
ment. 4 

As employment races have soared among 
women with young children, public support 
has grown for parental leave policies, and it 
has gradually influenced many sectors of our 



Who Looks After America's 

i tf FANT5 AND TODDLcRS? 



In 1 990 f more than five million children under three were being 
cared for by 5omeone other than their parents. 



Nonpar! nt 
47.5% 

(5*3 MILLION) 
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52.5% 
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■ Child Care Center 
H Family Child Care 
B Relative — Other Home 



*3 Relative — Child's Home 

In-Home Provider 
3 Other 



Source- S. Hofferth ct al. National Child Core Survey, 1990. Washington, DC. 
Urban Institute, 1991. 
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society. Sonic employers now voluntarily offer 
parental leave, albeit usually unpaid. Main- 
states require employers to provide basic 
parental leave benefits. In August 1993, the 
Family and Medical Leave Act (FMLA) — the 
nation's first family leave legislation — went 
into effect. This act requires employers of fifty 
or more people to provide to all eligible 
employees twelve weeks of unpaid, job-guar- 
anteed leave with existing health benefits. 

This is a laudable first step, but it does not 
address a number of problems. The task force 
recommends that the next step should be to 
include employers with fewer than fifty 
employees under the legislation; currently 50 
to 60 percent of the workforce is excluded. 



Recent research on the impact of parental 
leave policies indicates that small businesses are 
not adversely affected by state leave policies. 
Most businesses find it easy to comply with 
state laws, and small employers complying with 
state parental leave policies have incurred no 
greater costs than large employers. 3 

Broadening the act to cover more firms is 
only the first step. Unfortunately, a 12-week 
leave, while helpful, does not ensure enough 
time for parents and the newborn child to 
develop the strong early relationships that are 
the foundation for healthy child development. 
The task force finds that leaves of four to six 
months would greatly benefit both infants and 
their parents. 
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Paying for Parental Leave 



Because the Family and Medical Leave Act 
and current employer leave policies do not 
include wage replacement, many parents must 
return to work much sooner than they wish. 
This is especially true tor employed women 
from low-income households. These new 
mothers typically take less time off after child- 
birth than women from nr Mlc- and upper- 
income households, and almost one in five 
takes less than the medically advised minimum 
of six weeks. Only when some wage replace- 
ment is provided, do women from low- 
income families take leaves resembling those 
taken by middle- and upper-income women/' 
All industrialized couiuries other than the 
United States, and many less developed 
nations, mandate both job-guaranteed parental 
leave and some provision for wage replace- 
ment. Possible policy options for financial sup- 
port are: 

* Expanded temporary disability insurance 
» A modified unemployment compensation 
system 

» A special benefit for parents with newborn 

or newly adopted children 

Mechanisms for financing a paid national 
leave policy are not out of reach, it done on a 
phased-in basis. The responsibility for assum- 
ing these costs should be shared by employers, 
government, and employee contributions. 

The Family and Medical Leave Act of 1993 
establishes a Commission on Leave to assess the 
impact of the law and to recommend changes. 
The task force recommends that the Commis- 
sion on Leave take a leadership role in evaluat- 
ing implementation of the act and in studying 
policy options that would expand employee 
coverage, offer partial wage replacement, and 



Tfie United States stands alone among major industrialized 
nations in not ensuring income protection for parental leave. 
This imposes particular hardship on working mothers, who 
must leave their infants within a few weeks after delivery. Most 
mothers who remain out of work after delivering a baby 
receive nothing from their employer or any other source. If 
they are lucky enough to be covered by temporary disability 
insurance (TDI) — as so few are — they will receive a check for 
full or partial wage replacement from employer-paid TDI for 
up to six months. 

Now required by law for most employees in five states — 
California, Hawaii, New Jersey, New York, and Rhode 
Island — TDI could be expanded to cover the entire workforce. 
If so, it would provide partial wage replacement for some esti- 
mated 840,000 biological mothers. 

As a means of providing paid parental leave, TDI offers 
several advantages: 

• TDI can be structured as a national insurance system, 
administered by a federal agency or by state agencies 
within a federal regulatory framework. 

• Funds can be generated from employee or employee con- 
tributions, or both, and collected through federal or state 
taxes. 

• TDI can be financed on a pay-as-you-go basis, out of gen- 
eral revenues, or by means of insurance-type, risk-based 
premiums, as is done in the five states that now require TDI 
coverage. 

• State and private insurance data can be used to calculate 
its costs. 

Another approach would be modification of the unem- 
ployment compensation system. The current system benefits 
individuals who are fired or laid off; the program might be 
expanded to cover leaves of absence for families with a new- 
born infant. Austria and Canada have successfully introduced 
this plan. Austrian biological and adoptive parents who have 
qualifying employment histories receive paid leaves of 100 
percent of weekly earnings up to the maximum insured wage; 
the government pays half, and employer and employee split 
the other half. In Canada, biological mothers and fathers who 
are covered by statutes and havt* qualifying employment his- 
tories receive 60 percent of wages up to the maximum insured 
wage during maternity and parenting leave; employers a- d 
employees pay the insurance premiums. • 
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permit a longer leave. In addition, independent 
research should be conducted on the impact of 
policy options, including their costs and bene- 
fits, so that there is a knowledge base upon 
which to consider the next steps in family 
leave . 

When surveyed, parents repeatedly state 
that they would like their employers to insti- 
tute not only parental leave, but also a wide 
range of policies that support their role as par- 
ents. They want 

• Gradual transition back to work 

• Flexible time schedules and part-time work 

• Financial assistance with sick child care 

• Child care assistance through pretax deduc- 
tions for child care, direct payments, on- 
site or nearby child care, more accessible 
facilities, or referral services 7 
Employers, especially those in the Fortune 

1000 group, are increasingly finding it good 

business to respond to these needs. Smaller 

companies are more likely to respond to 

employees* work— family needs when they 

employ professionals 

than when they employ 

Parents heed time to hourly-wage workers. 

Companies of all sizes 

are more likely to 
tounderstandthe.rbab.es' institute „ work sup _ 

rhythm s r patterns, ahd port" — services such as 
preferences, dependent care assis- 
tance plans or child care 
resource and referral 
that help employees work without distrac- 
tion — than "family support" policies such as 
flexible time or parental leave that allow 
employees to be there for their children when 
needed. 8 



CET TO KHOW THEIR INFANTS, 



The task force recommends that all 
employers assist parents in ways that are consis- 
tent with the needs of both the workplace and 
the family. For example, employers should 
implement a range of policies such as flexible 
work schedules, job sharing, child care 
resource and referral assistance, and on-site or 
nearby child care. 

Ensure Quality Child Care for 
Infants and Toddlers 

For healthy development, infants and toddlers 
need close relationships with a small number of 
caring people, beginning with their parents and 
later including other adults. Infants and toddlers 
develop these relationships in safe, predictable, 
intimate settings — in their homes and child care 
settings. The importance of this process should 
be a core concern of parent education. 

Quality child care programs for our 
youngest children share these characteristics: 

• The environment is safe and comfortable. 

• Children receive care in small groups. 

• Each adult worker is responsible for only a 
few children. 

• Personnel are well prepared and adequately 
paid. 

• The program encourages parent involve- 
ment and is linked to comprehensive health 
and nutrition services. 

Unfortunately, such environmental and staff 
characteristics are seen in only a small number 
of child care settings. To begin to address the 
crisis of substandard child care quality, the task 
force recommends action in three areas: 

• Establish consistent standards of quality for 
infant and toddler child care. 

• Require training for infant and toddler 
child care providers. 

• Improve compensation for child care 
providers. 
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Why Quality Child Care Matters 



Establish Consistent Standards 
of Quality for Infant and Toddler 
Child Care 

In looking for child care, most parents search 
for someone who will treat their child as spe- 
cial, as they themselves do. 9 Parents want their 
child to receive individualized attention from a 
sensitive and competent adult. They want a 
person who truly enjoys caring for young chil- 
dren, a person who will delight in singing, 
reading, talking, and playing with their baby. 
To parents, these qualities of individualized and 
loving care have little to do with formal stan- 
dards. Most parents describe quality child care 
as ''good parenting"; they believe that care- 
givers, not regulations, ensure high quality. 
Parents are skeptical of rules, and they support 
government involvement in limited doses, rec- 
ognizing the utility of only the most basic 
health and safety standards. Even if they like 
more state monitoring in theory, they doubt its 
effectiveness in practice. 

But child care professionals emphasize the 
enforcement of consistent standards as the key 
to high quality. A few consistent standards — 
appropriately monitored and enforced — can 
help achieve exactly what parents want. For 
example, a program that assigns a small number 
of children to each staff member goes far 
toward achieving individualized attention for 
ever)' child. Similarly, standards for training 
can help ensure that adults interact appropri- 
ately with every child, because caring for mul- 
tiple children from different families requires 
specialized preparation. Training makes a mea- 
surable difference: when providers have 
learned more about how children grow and 
develop, they are more likely to offer wanner 
and more sensitive care than providers with less 



Quality child care enables a young child to become emotion- 
ally secure, socially competent, and intellectually capable. The 
single most important factor in quality care is the relationship 
between the child and the caregiver. Children who receive 
warm and sensitive caregiving are more likely to trust care- 
givers, to enter school ready and eager to learn, and to get 
along well with other children. 

The quality of caregiver-child relations depends in part on 
the sensitivity of the caregiver and in part on the ratio of care- 
givers to children, the number of children in a group, and the 
education and training levels of the caregiver. A quality pro- 
gram also attends to the basic issues of health and safety and 
emphasizes a partnership between parents and caregivers. 

Children who receive inadequate or barely adequate care 
are more likely later to feel insecure with teachers, to distrust 
other children, and to face possible later rejection by other 
children. Rejection by other children appears to be a power- 
ful predictor of unhappy results, including early dropping out 
of school and delinquency. * 



training. 10 When caregivers are sensitive and 
stay in the job long enough, children form 
bonds with them. These bonds do not in any 
way interfere with attachments to parents; 
instead, they supplement them. 

Despite the evidence that standards estab- 
lish the preconditions for quality child care, 
government policy lags behind. At present, 
child care regulation rests largely with state 
governments; more important, these standards 
are varied, weak, or even nonexistent. For 
instance* one state allows one adult to care for 
three infants and another allows one adult to 
care for twelve infants; twenty-three states do 
not set any standards for group size. 11 Virtually 
all states allow infants and toddlers to be cared 
for by providers who have not completed high 
school, have no training specific to infant and 
toddler development, and have received less 



than five hours of annual in-service training. 
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lhe task force recommends that states 
review, upgrade, and implement consistent 
child care standards for quality child care. 

States must identify and 

agree to a few, funda- 
lN lookinc for child care, mental standards and 

most parents search ^en establish an incen- 

C ftB cive P lar > with time- 

SOMEOME WHO WILL TREAT . , e 

tables for gradual adop- 

THEIR CHILD as special, tion. Whether child 

as THEY themselves do. care occurs in Massa- 
chusetts, Missisippi, or 
Montana, child care 
standards must consistently promote quality 
throughout the United States. Such standards 
should apply to centers, family child care 
homes, and other birth-to-three programs such 
as Head Start Parent-Child Centers. Regard- 
less of funding sources, the standards should 
address 

• Child-to-staff ratios 

• Group size 

• Preparation and qualifications of staff 

• Health and safety 

• Linkage to other community services 

In working toward better quality child care, 
many partners must support these basclii. ■ 
standards. Already, many cities and towns 
throughout our nation are attempting to devise 
workable mechanisms to ensure quality child 
care. In supporting consistent standards for 
group child care, it is not our intent to pose 
hardships for informal situations that are work- 
ing well in communities and neighborhoods. 
Rather, wc encourage communities to develop 
mechanisms to include these informal pro- 
viders in local child care networks and to facil- 
itate their compliance with the performance 
standards. 

Professional groups must also play a critical 
role. Quality child care standards have already 
been proposed by many professional groups. 



including the National Association for the 
Education of Young Children and the col- 
laborative effort of the American Public Health 
Association and the American Academy of 
Pediatrics called "Caring f or Our Children." 
States should draw on the work of these 
organizations. 

The role of the federal government must 
also be strengthened to improve child care pol- 
icy. In the past five years, Congress has estab- 
lished new initiatives through th^ Child Care 
and Development Block Grant (CCDBG) and 
the Family Support Act, as well as increasing 
funds for programs such as Head Start and for 
the care of children of military personnel. The 
federal government has permitted these pro- 
grams to be implemented with a variety of 
standards and financing arrangements. With 
careful coordination between the Congress and 
the executive branch, the federal government 
can serve as a powerful force in linking child 
care funding, quality, and equity. 

The task force recommends that all new 
and reauthorized federal funding for child care, 
including CCDBG. the At-Risk Child Care 
Program, and the Family Support Act Child 
Care Program, be modeled after the 1990 
Head Start reauthorization. This reauthoriza- 
tion directed that 25 percent of new funds be 
spent on quality enhancements such as 
improved training, better facilities, and staff 
compensation. We urge that this money be 
coordinated at the state level and dedicated to 
promoting quality child care programs for 
infants and toddlers through investments in 
stronger standards, improved training, better 
facilities, and higher staff compensation. It is 
unacceptable to use public dollars to support a 
child care system that is serving our youngest 
children so poorly. 
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To protect society's investments, the federal 
government can also help states adopt and 
monitor state standards for child care. 

* First, the federal government can provide 
financial incentives to states to adopt better 
standards, to establish timetables for the 
enactment of those standards, and to mon- 
itor progress toward enforcing them. 

* Second, the federal government should 
collect and publish annual data about the 
a\erage cost of care in various settings, the 
content of each state's child care standards, 
and the level of compliance with these stan- 
dards. States should also be encouraged to 
support communities in providing useful 
resource and referral services to enhance 
parents' choices. 

Startinc Points for Our Youhcest Children 



Require Training: tor Infant and 
Toddler Child ('arc Providers 
In many cases, child care providers are the only 
adults other than parents who have daily con- 
tact with infants and toddlers. As such, they 
play a critical role in fostering the child's 
healthy development. Currently, many 
providers of child care lack specific preparation 
for their jobs: some have no training whatso- 
ever, and others have received only a few 
hours of in-service training in child develop- 
ment. Moreover, few incentives exist to 
encourage further training. To ensure that 
child care settings nurture children, protect 

mmtmm 




their health and safety, and prepare them for 
later school suceess. better qualified staff are 
essential. 1 * 

Adults who are taring for children under 
three need to know about this unique period 
in a child's life. They need practical informa- 
tion about how infants and toddlers develop; 
how to cope with children's unique tempera- 
ments, rates of growth, and communication 
styles; how to foster healthy emotional and 
physical growth; and how to create respectful 
partnerships with children's families. Care- 
givers need training to maintain a safe and 
healthy environment and to identify physio- 
logical and developmental problems. Prepara- 
tion should include both course work and ser- 
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vice practicums. In this way. novice child care 
providers can be mentored by more highly 
trained, experienced i n fa nt-and- toddler spe- 
cialists. Meaningful credentials should be 
granted upon completion of such training. 

The task force recommends that specific 
training be a condition for providing group 
care for infants and toddlers. Current child care 
providers who lack such training should lx\ 
given the opportunity to receive it on the job. 
For those already trained, a system of mean- 
ingful continuing education credits might also 
be established. I his system would require that, 
over a set period, all providers take a certain 
number of courses; this type of system has 
advanced the professionalism of teachers, 
nurses, physician-,, social workers, and psychol- 
ogists over the past few decades. 

STARTING POINTS 



New Careers for Child Care 
Professionals 



Those who enter the child care field find few opportuni- 
ties for training and career development: 

• Funding for training is limited and sporadic. As a 
result, most caregivers have no access to training. 
Where training programs exist, incentives to partici- 
pate are few or nonexistent. Beyond the entry level, 
few programs offer a sequence of training activities 
linked to career advancement steps. 

• Most training situations fail to prepare caregivers to 
work with a wide range of children and families. 
They do not offer specialized training needed to care 
for children at particular developmental stages, or 
with particular life experiences. 

• Caregivers in general cannot earn college credits by 
enrolling in a training program. 

There are signs of progress, such as financial support 
for training under the federal Child Care and Develop- 
ment Block Grant program enacted in 1 991 . Federal and 
state policymakers are beginning to show interest in care- 
giver training, and planning to improve training has 
begun in several states. 

fortunately, examples of promising practices do 
exist: 

• Since 1 985, the California Child Care Initiative has 
been recruiting and training family child care 
providers. As of March 1 993, it has generated 3,600 
new licensed family child care homes, making 
14,100 child care spaces available to children of all 
ages. More than 22,000 providers have received 



basic and advanced training at thirty-four sites across 
the state. The program offers incentives such as pay- 
ing providers' membership fees to join professional 
associations, paying stipends for transportation to 
training, supplying vouchers for toys and equipment, 
and placing providers' names in local referral pools. 
The initiative has recently made more family child 
care materials available in Spanish and has devel- 
oped a new recruitment initiative responding to the 
crisis in infant and toddler care. 
Families of children with disabilities who live in rural 
settings face particular difficulties in finding appro- 
priate child care. In Montana, the Educational Home 
Model Outreach Program provides training and tech- 
nical assistance to child care centers and family child 
care homes that care for children with and without 
disabilities. The program offers the particular skills 
needed to care for children with motor impairments. 
The project offers advice to other providers via a toll- 
free telephone line and a newsletter. 
In 1989, Delaware inaugurated the nation's first 
comprehensive statewide plan for career develop- 
ment in early care and education. The program has 
opened a resource center for child care providers in 
each of the state's three counties. It has involved the 
3ight colleges in Delaware that offer early childhood 
curriculum in a pilot project that enables caregivers to 
earn college credits. • 
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The task force recognizes that better train- 
ing cannot resolve all the complex problems of 
child care. However, attention to training is a 
relatively inexpensive strategy for improving 
quality. 14 Further, it is a wise and cost-efTcctive 
strategy to link all training initiatives to career 
development within the field. Individuals who 
obtain entry-level training should receive 
credit towards college associate and bachelor s 
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degree programs. The task force also recom- 
mends that federal and state funds facilitate 
such training efforts. These funds should be 
used in several ways. First, they could help to 
create infant and toddler child care training 
systems throughout the country, ensuring that 
all states receive help and technical support. 
Funds could also help disseminate the best 
infant and toddler training materials for care- 
givers. The dissemination of training materials, 
along with the implementation of statewide 
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training systems, would go a long way toward 
improving child care services to young chil- 
dren throughout the United States. However, 
the task force recognizes that attracting and 
retaining high-quality individuals to the child 
care field will always be constrained as long as 
salaries are so low. 

Improve Compensation for Caregivers 
Experienced child care providers who love 
their jobs leave them in high numbers because 
of low salaries and inadequate benefits. In a 
multisite study of center-based care, 70 percent 
of the staff left their jobs between 1988 and 
1992. Between 1991 and 1992, staff turnover 
was 26 percent. This 
figure is close to three 
Experienced child times the annual turn- 

CARE PROV.DERS WHO LOVE ° Ver b V U " S - 

companies; it is nearly 

THEIR JOBS LEAVE THEM c . „. ^ ✓ ' 

rive times the d.d per- 
in HIGH NUMBERS BECAUSE cent turnover rate 

reported for public 
school teachers. 15 With 



OF LOW SALARIES AND 



INADEOUATE BENEFITS. i i . - 

w suc h hign turnover 

rates, the quality of care 
deteriorates. Infants, toddlers, and their parents 
need to know they can count on the same well- 
prepared adults providing care over an 
extended period. 

To sustain quality child care services, there- 
fore, we must improve the compensation of 
child care providers. In 1990 the average 
annual salary for providers in centers was about 
SI 1,000. In regulated family child care homes, 
the average revenue received was SI 0,000 
annually; half received less than S8,000 per 
year. ,f) Nonrcgulated providers averaged 
S i,961 per year. Even providers with college 



training or degrees are woefully underpaid. 
Typically, child care professionals earn only 
half as much as equally prepared early child- 
hood professionals working within the public 
school system. 17 Without pay increases, high 
levels of staff turnover will continue; training 
will serve only to prepare providers and teach- 
ers for their next (higher-paying) job, probably 
outside the early childhood field. 

The goal should be to establish pay levels 
that are competitive across professions that call 
for equivalent educational qualifications and 
job responsibilities. Staff also need to receive 
benefits that include health insurance, sick 
leave, retirement, paid vacation, and workers' 
compensation. 

But who will finance increased provider 
pay and benefits? At present, increased costs are 
passed on to the child's family, making it more 
difficult to find high-quality child care that is 
also affordable. This market-driven system has 
some serious faults that are burdensome to 
families. Pay raises to staff must not be solely 
contingent on a family's ability to pay fair 
wages. Just as with public education and health 
care, the costs of child care services must be 
valued as a public good that must be partially 
subsidized by government and industry. Indi- 
vidual families must not be "priced out" of 
quality child care. 

The business and government sectors are 
beginning to turn their attention to child care 
quality, but a larger, more sustained commit- 
ment is necessary. Corporations can help by 
creating public-private partnerships to sponsor 
individual child care providers or centers that 
serve the communities from which they draw 
their labor force. Federal, state, and local gov- 
ernments all need to contribute to narrowing 
the differential between the costs of quality 
care and what is now affordable for many fam- 
ilies. They can do so through incentives and 
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innovative partnerships with nonprofit agen- 
cies and the private sector. These government 
and business initiatives should invest wisely in 
the people who are working in child care. 

The task force recommends two strategies 
for improving provider compensation: 

• First, tie higher salaries and better benefits 
to the completion of specialized training. 
Benefits supplement compensation and also 
enhance working conditions and job satis- 
faction. 

• Second, provide incentive or salary 
enhancement grants to child care centers 
and family child care networks that provide 
quality care as defined by state standards or 
by professional organizations. 

Staff should be rewarded when they com- 
plete specialized training and demonstrate class- 
room competence, perhaps through programs 
tied to higher pay or bonuses. Other ways of 
upgrading the status of child care work include 
conferring credentials or higher ranks in the 
child care profession. Training programs should 
also be targeted at those caregivers who need it. 
at a price they can afford and at a time that is 
convenient. For instance, North Carolina has 
developed the T.E.A.C.H. (Teacher Education 
and Compensation Helps) early childhood 
education project, which links training to com- 
pensation. The program reimburses child care 
providers for tuition, books, and travel; it also 
provides released time for providers in both 
centers and family child care homes. The 
provider is compensated while taking courses 
by receiving either a 4 to 5 percent raise or a 
comparable bonus. After completing the spe- 
cially designed college course, the practitioner 
receives a 3 percent raise. 



Army Action oh Pay Brings 
Quick Results 

The U.S. Army provides child care for 90,000 children at 
some 250 facilities worldwide. In 1990 the Army undertook 
major reforms of its chiid care system. What it found when it 
examined the situation at Fort Stewart in Georgia was typi- 
cal — and it was troubling. Child-to-staff ratios were high (6:1 
for infants and 13:1 for three-year-olds). Even more disturb- 
ing was a staff turnover rate that significantly exceeded the 
national annual average of 40 percent: Brigadier General 
Raymond Roe characterized turnover as "horrible — constant. 
Some people estimated it at 300 percent." Turnover has con- 
sequences for infants and toddlers: "What we call turnover," 
Deborah Phillips, an expert in child development, said, "they 
experience as loss." 

The Army found that the main reason for turnover was 
pay. The average pay for child care workers at Fort Stewart 
was $4.47 per hour, less than the national average, and with 
no benefits. "We pay higher salaries in our society to people 
who take care of dogs in kennels and cars in parking lots than 
to the adults who take care of our children in child care," 
according to Phillips, Seeking to increase staff pay while keep- 
ing care affordable for parents, Fort Stewart commanders, 
under the authority of the Military Child Care Act of 1990, 
raised staff pay from $4.47 to $6.41 per hour, the same as 
other entry-level jobs on the post. Turnover dropped dramati- 
cally. 

Fort Stewart then implemented a mandatory staff training 
program and career ladder. Caregivers learn about child 
development and how to plan activities that engage the chil- 
dren. "We were more like babysitters at one time," a staff 
member observed. "Now we get to be professionals, we get 
to be teachers." The A'my also improved the feacherxhild 
ratios, which now meet the standards developed by the 
National Association for the Education of Young Children. 
Infants are constantly held, played with, or talked to, rather 
than consigned to swings or cribs. 

These reforms doubled the cost to $100 per week per 
child. Parents pay half, and the Army subsidizes the balance. 
Army commanders believe that quality child care pays off: it 
enhances retention of soldier-parents, relieves stress, and 
improves force readiness. "If I'm deployed, if I go to the field, 
I just don't have to worry," one soldier said of her daughter. 
"I know she's going to be well taken care of." G 
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Cost of Child Care Hits Low-Income 
Families Hardest 
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Provide Parents with Affordable 
Child Care Options 

Traditionally, our nation has asked parents to 
invest substantial resources in the care and edu- 
cation of young children, especially in the years 
before children enter the public school system. 
Because no cash transactions take place, these 
childrearing services have not been included in 
our nation's official Gross Domestic Product 
(GDP). Nonetheless, the value of this "non- 
monetized" economic activity is large — in fact, 
it affects many of the "goods and services 1 * that 
matter most in the lives of young children and 
their parents. 18 

The Committee on Economic Develop- 
ment has recently estimated that the "total 
value of unpaid housework is approximately 
one third of the conventionally measured 
GDP. Specifically, the value of the services and 
goods devoted to the care and education ot 
children is approximately two to four percent 



of the GDP, or on the order of SI 20 bil- 
lion~S240 billion annually." 19 In recent years, 
as mothers more often work, parents have 
increasingly paid — in actual dollars — for non- 
parental child care services. This country is just 
beginning to realize just how expensive quality 
child care actually is. 

When they realize how much child care 
costs, most parents are astonished. Costs cor 
one child range from S40 to S200 per week. 20 
Over the course of a year, families on average 
pay S2,565 for family child care or S3, 173 for 
center-based child care. 21 As might be 
expected, infant and toddler care that is high in 
quality costs more, from SI 85 to S200 per 
week in some communities. 22 Some families 
would thus have to pay $8,000 to SI 0,000 each 
year for child care. 

All families want to give their children the 
best care possible, but chese outlays are much 
too high for most. Overall, the less families 
earn, the higher the proportion of their income 
that is spent for child care. Families earning less 
than SI 5,000 annually often spend a quarter of 
their income for child care — this is as much as 
many families spend on housing. Single moth- 
ers spend twice as much of their income on 
child care as two-parent families do. 23 

Even given these costs, most parents know 
that they have little choice in today's economy 
but to work. 24 Employed mothers, whose 
salaries are generally modest, need care that is 
inexpensive enough to make working worth- 
while. 23 At the same time, mothers do not 
want their young children to suffer because 
they have to work. 

Child care providers, too, feel torn. Many 
providers would love to hire a more highly 
trained staff and to pay them higher salaries. 
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Tapping New Resources for 
Quality Child Care 



New partners are beginning to take the lead in 
helping parents to find quality, affordable child 
care. These new initiatives may foretell dramatic 
shifts in the way America's vital institutions 
accommodate family and workplace responsibili- 
ties in the future. The following initiatives repre- 
sent important new ways of promoting quality 
child care. 

• Corporations can provide for their own 
employees and become models for 
approaches that the business community can 
take in creating more family-friendly working 
conditions. For example, in 1 988, the Dayton 
Hudson Corporation began "Family-to-Fam- 
ily" as a collaboration with local nonprofit 
child care resource and referral agencies to 
train and accredit family child care providers. 
By 1992, Dayton Hudson recognized the 
value of a nationwide public awareness and 
consumer education campaign on quality 
child care, and launched "Child Care Aware" 
in collaboration with leading child care orga- 
nizations. Child Care Aware encourages par- 
ents tc consider quality issues in selecting 
child care services through innovative market- 
ing techniques st/:h as shopping bags that 
explain the value of quality child care. It helps 
them locate such services with advice from 
local resource and referral agencies, helps 
develop strong parent-caregiver partner- 
ships, builds recognition of child care as a 
profession, and educates the public about the 
importance of quality child care for society. 
• State governments can support innovative 
financing arrangements to provide capital to 
child care providers. For example, the State 
of Illinois has entered into an arrangement to 
issue tax-exempt bonds, repayable in ten 
years, with a philanthropic guarantee as col- 
lateral. The resulting Illinois Facilities Fund will 
provide capital to develop ten centers run by 
child care providers, who will lease the facili- 
ties for ten years and will assume ownership 



when the bond issue is paid off. The financing 
is expected to strengthen and improve child 
care centers in disadvantaged neighbor- 
hoods. The ten large centers will be fully 
equipped and curriculum-based and will 
have support for staff development and train- 
ing; they should serve as laboratories for fur- 
ther understanding of the economic growth of 
child care and the needs of families. 

• Banks can add child care programs to their 
activities under the Community Reinvestment 
Act (CRA). The act requires federally insured 
mortgage-lending institutions to make funds 
available for community and neighborhood 
reinvestment at affordable interest rates. If 
banks identify child care as a "community 
need" under the CRA, they can make loans to 
providers as part of their obligations to assist 
low- and moderate-income neighborhoods. 
Affordable capital is chronically short in 
many such neighborhoods. 

• Philanthropic and nonprofit organiza- 
tions, including private and community foun- 
dations, can take the lead in identifying child 
care as a critical community issue. They can 
bring together representatives of employers 
and employees, persuade local governments 
and grantmakers to take an interest, and 
underwrite pilot programs. In 1987, for 
example, United Way of Massachusetts Bay 
formed the Child Care Initiative with other 
foundations and corporations to capitalize a 
loan fund. The loan fund is intended, in the 
short term, to provide capital to child care 
providers for expansion and stabilization of 
their operations, to ensure investment in cen- 
ters serving low-income children, and to 
encourage more businesslike management 
practices among nonprofit providers. In the 
longer term, the fund is expected to draw 
attention to the facilities and capital needs of 
child care providers, who are often under- 
capitalized. • 
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But providers are also reluctant to raise fees for 
care. After all, if parents already complain 
about paying S3 ,000 or S4,000 a year, how can 
one ask for another SI, 000? Instead, providers 
try hard to keep costs down. They hold fees 
down by keeping staff wages low or even 
reducing them, by hiring fewer staff, eliminat- 
ing benefits, and cutting corners on quality. 

A promising strategy for making quality 
child care more available is to develop more 
differentiated staffing patterns. Such patterns 
would combine an increased number of entry- 
level providers with more highly trained care- 
givers. Initiatives are being developed to help 
low-income adults, welfare recipients, older 
volunteers, and students interested in national 
service to receive 
training and cntry- 
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affordable child care, sue education in basic 

health care, child de- 
velopment, nutrition, 
and other skills needed to care for their own 
children as well as the children of others. 
Mothers who satisfactorily complete the first 
level of training could be certified as qualified 
entry-level infant care providers in either fam- 
ily- or center-based child care settings. After 
additional training, these women could 
become certified as child care providers. Such 
an initiative could significantly increase the 
supply of competent caregivers while at the 
same time reducing the public and private costs 
of inadequate care. Another route to a child 



care career may be through the recently 
enacted national service program. Students 
seeking a stipend and loan forgiveness through 
this program may provide a relatively inexpen- 
sive and highly motivated source of assistance 
in adequately staffing many overburdened 
child care settings. 

Overwhelmingly, today's parents would 
like to see both government and business assist 
all families by ensuring access to an adequate 
supply of affordable child care. 26 Parents want 
businesses to offer benefit plans that include 
onsite or nearby child care and flexible work 
schedules. 27 

The federal government already offers 
some assistance with child care to families at all 
income levels. Depending on actual family 
income, this support comes in the form of a tax 
credit, voucher, or direct subsidies to 
providers. Middle- and upper-income families 
receive assistance largely through the Depen- 
dent Care Tax Credit (DCTC); lower-income 
and poor families receive subsidies through 
CCDBG, the Family Support Act, and Head 
Start. But these measures are not sufficient. 

The task force recognizes that making qual- 
ity child care affordable for parents is a com- 
plex problem for this country. The federal 
government is struggling with a large deficit 
and tight spending rules, and states have 
already stretched their finances to assume more 
responsibility for child care. At the same time, 
resources directed to the support of child care 
are inadequate. In this economic climate, the 
task force recommends that preference be 
given to providing more financial support to 
poor and moderate-income families so that 
they can choose quality child care. We propose 
two strategies. 
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First, the federal government should chan- 
nel substantial new money into child care 
in order to make it more affordable for 
parents. This money should go to child 
care providers, permitting them to expand 
facilities and adopt sliding fee schedules. 
The new money could be provided in the 
form of supplementary block grants to the 
states for child care, though this is not the 
only possible channel. This new money 
should be designated to provide quality 
child care for children under three. Rec- 
ognizing the fiscal stringency we face as a 
nation, we cannot recommend an infusion 
of new federal funds in the amounts suffi- 
cient to meet all or even most of the exist- 
ing needs. Nevertheless, we believe it is 
urgent to make a "down payment" of 
enough federal money to expand and 
upgrade the child care facilities now avail- 
able, to the nation's youngest children. 
Regardless of whether increased funds are 
provided through welfare-related child 
care programs, Head Start, or other federal 
or state child care programs, all federal 
child care assistance must ensure the full 
and healthy development of infants and 
toddlers. 

> Second, the federal government should 
make the Dependent Care Tax Credit 
refundable in order to provide greater 
financial benefits to low-income families. 
Currently, the DCTC is used by families of 
all income levels. However, since it is non- 
refundable, poor and low-income families 
benefit least (and sometimes not at all) and 
upper-income families benefit most. Only 3 
percent of the total credit goes to families in 
the bottom 30 percent of the income distri- 
bution, while 75 percent goes to families in 
the top half of the income distribution. 28 




Just as with public education 

AND HEALTH CARE, THE COSTS OF CHILD 
CARE SERVICES MUST BE VALUED AS 
A PUBLIC COOD. 
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The additional costs of rcfundability could 
be made up by lowering the income levels 
at which the DCTC phases out or by 
decreasing the benefit levels for high- 
income families. 29 The task force recog- 
nizes that many moderate-income families 
need and take advantage of the DCTC. 
Because of this, we recommend careful 
study of the redistribution of the DCTC so 
that those low- and moderate-income fam- 
ilies who need help in purchasing quality 
child care are not put at a greater financial 
disadvantage. In addition, the DCTC 
might be made payable at regular intervals, 
so that parents would be more likely to use 
it to purchase quality child care. As things 
stand, most parents are unlikely to connect 
the DCTC benefit with their direct child 
care expenditures. After paying for child 
care on a weekly or monthly basis, parents 
receive this benefit only once a year, when 
they file their previous year s taxes on April 
15th. 

Develop Networks of Family- 
Centered Child Care Programs 
for Infants and Toddlers 

Virtually every American community has pro- 
duced a patchwork of child care, including 
licensed centers, regulated family child care, 
unregulated family child care, and informal 
care by relatives. Most parents become aware 
of their many choices only with their first 
child, when issues of how and where to find 
child care first become important to them. 

Yet all too often, the seams that hold this 
child care quilt together are frayed. In most 
communities, providers function in almost 
total isolation — they have little opportunity to 
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share ideas, learn new skills, or provide support 
and guidance to one another. This isolation is 
particularly apparent in family child care and 
care by relatives — the types of care most pop- 
ular for infants and toddlers. 

The many patches of American child care 
can and must be stitched together. Local child 
care networks have proven effective, offering 
numerous benefits: 

• Networks alleviate the isolation experi- 
enced by many child care providers, partic- 
ularly those who take care of infants and 
toddlers in their homes. 30 

• They provide facilities, resources, and 
materials for professional development 
activities and enrichment for groups of 
children. 

• They offer parents a well-known, accessi- 
ble, unbiased source of information and 
advice as they sort through various child 
care options. This is especially important 
for parents who may be new to a commu- 
nity (or to this country), who do not speak 
English, or who have low incomes. 

• They link child care providers with a wide 
variety of related health, educational, and 
social services. 

The network concept is already working 
successfully in Franco. Family day care net- 
works (creches jamiliales) link from six to as 
many as thirty-five homes. Each network is 
directed by a specially trained pediatric nurse 
who coordinates administration, training, 
activities, and equipment lending. The 
nurse-director hires child care providers, 
supervises their training by qualified staff, 
imtches each provider with two or three chil- 
dren, maintains contact with municipal offi- 
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cials, and even organizes backup services tor 
children whose providers get sick. The net- 
work staff organizes small group sessions for 
caregivers and children. During these sessions, 
caregivers can receive training, information, or 
social support while children participate in 
educational activities. 

Similar efforts are also under way in the 
United States. For instance, some areas of Los 
Angeles have a network system that connects 
center and family child care. Child care centers 
serve as the hub and resource for neighbor- 
hood family child care homes. Parents are able 
to contact family child care providers through 
the center. This structure has given not only 
assistance, but also credibility, to the family 
child care providers and the parents they serve. 

The task force recommends that every 
community develop a child care network link- 
ing all child care programs and offering con- 
sumers a variety of child care settings, includ- 
ing homes, centers, and Head Start programs. 
Communities could secure funds for these net- 
works through a combination of public and 
private sources. 

Communities should especially encourage 
participation in the<e networks by relative and 
family child care providers. Many infants and 
toddlers are cared for by relatives or in small 
family care homes. The smaller setting and 
more personal care are particularly appropriate 
for such young children, but the caregivers 
vary widely in education and experience. By 
participating in a family child care network, 
these providers could alleviate their isolation 
and improve their skills. Educational resources 
such as toys and books could also be made 
available. Through the workings of such net- 
works, children in these settings might benefit 
from a significantly improved child care expe- 



In order to work most efficiently, a child 
care network should have three key features: 

• It must be locally developed and operated, 
coordinating services within a neighbor- 
hood or town with a minimum of red tape. 

• It must be compre- 
hensive, including 
all existing child 
care services, such 
as public and pri- 
vate nonprofit and 
for-profit child care 
centers, as well as 
family and relative 
child care. It should 
also enable children 
with disabilities to 
participate fully. 

• It must have as its 

center an institution that is central to its 
particular community — for example, a 
child care center, a Head Start program 
serving infants and toddlers, a local elemen- 
tary school, or the neighborhood family 
and child center. 

Clearly, to be effective, the network must 
draw on the energy of the community, involv- 
ing people who know best what its parents and 
children need. 



In most communities, 
providers function in 
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they have little opportunity 
to 3h are ideas, learn new 
skills, or provide support 
and guidance to one 
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Ensure Good Health 
and Protection 



Few social programs offer greater long-term benefits for American society 
than guaranteeing good health care for all infants and toddlers. We realize 
I the return on that investment when fewer children suffer from preventable 
illnesses and disabilities and when fewer parents bear the burden of caring for sick children 
and paying their medical bills. We realize the return when more healthy children and ado- 
lescents succeed in school, form a more productive workforce, and in time become better 
parents. We don't have to guess about the benefits of early health care: indeed, in no other 
area of social policy can costs and benefits be calculated so precisely. For example, every 
dollar spent on childhood immunizations saves ten dollars in later medical costs. 1 

Good health, of course, involves more than medical care. Being healthy also means 
being safe. At present, many infants and toddlers are not safe. Some grow up in neighbor- 
hoods where a walk to the grocery store or an afternoon in the playground may be fraught 
with danger. Some spend long stretches, while their parents work, in substandard child care, 
under the supervision of underpaid, distracted babysitters, or in the care of brothers or sis- 
ters who themselves need more adult attention. And too many are at risk even when cared 
for by their own parents: some may suffer neglect or outright abuse: others may have par- 
ents who do not realize that their practices, or the setting they've provided, are unsatc. 
They may lack the information they need to ensure adequate nutrition, secure essential 
health services, or block a toddler's access to toxic household products. These children are 
at increased risk for health problems or injuries that in most cases need not occur. 

Yet, here too, public policy takes little account of ensuring the health and protection of 
children under three. Similarly, employers and their health insurance carriers focus little 
attention on preventive health care, which is particularly important for young children. 
Communities take little responsibility for creating environments in which families with 
infants and toddlers are safe and protected. 
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Being healthy also 



The Scope of Health Care for 
Very Young Children 

All very young children need good health and 
medical care if they are to develop optimally. 
Even healthy infants need a full spectrum of 
health care services. This care must begin before 
birth, with comprehensive prenatal care for the 
mother, and must continue after birth, with 
regular and specialized care that is both pre- 
ventive and curative. 
In all cases, services 
Good health involves must be appropriate to 

MORE THAN MEDICAL CARE. thc ChiW ' S ^ ^ 

must include develop- 
mental assessments. 
MEANS BEING safe. Comprehensive care 
also provides parents 
with counseling about health care issues and 
helps them gain access to social and medical 
services. If properly provided, this array of ser- 
vices can ensure appropriate health care for all 
infants and toddlers. 

Unfortunately, not all young children now 
receive adequate health care. The American 
Academy of Pediatrics recommends nine well- 
child visits by age two, but fewer than 50 per- 
cent of ail two-year-olds have visited the pedi- 
atrician that often. Children in low-income, 
minority families receive even less attention. 
Most of these children receive care only in 
hospital emergency rooms and only when 
acute illness or serious injury strikes. 2 

Well-child vi;its and timely acute care visits 
lead to early detection and correction ot con- 
ditions that, if untreated, might impair young 
children's physical, intellectual, and social 



development. ^ For example, screening for lead 
level and follow-up treatment of a toddler who 
lives in a turn-of-the-century house can mini- 
mize the possibility of mental retardation due 
to lead ingestion. A child whose middle ear 
infection is diagnosed and treated early will 
probably not sustain a hearing loss. 

"Immunization provides the starkest exam- 
ple of the power of prevention to save or pro- 
long lives, prevent significant disability, and 
lower medical costs," according to the Office 
of Technology Assessment, 4 and the American 
Academy of Pediatrics recommends that all 
two-year-olds be immunized against several 
common childhood diseases. Yet immuniza- 
tion remains haphazard, with predictable con- 
sequences. Between 1981 and 1988 approxi- 
mately 3,000 cases of measles were reported 
each year. As immunization rates decreased in 
the late 1980s, the number of cases skyrock- 
eted, reaching 26,000 in 1990. 5 By 1992, 
immunization rates for two-year-olds were 30 
percent in a few states and were below 60 per- 
cent in most. Then, as immunization rates 
picked up again in 1993, the incidence of 
measles began to drop/' 

Children in Poverty Are at 
Risk for Poor Health 
The supply of health professionals and the 
quality of child health care vary significantly by 
community: the poorest prenatal and child 
health services are found in low-income, 
minority, and transient communities. As a 
result, our poorest communities are plagued by 
high rates of infant mortality, low-birthweight 
babies, communicable childhood diseases, and 
child abuse. 7 Many of the tragedies represented 
by these statistics are preventable. 
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Immunization: The Coal 
For All Two-Year-Olds 



Communicable diseases have become more common 
among this nation's children. The reason for this is clear: 
far too few two-year-olds are being adequately immu- 
nized in the United States. Many Americans find this dis- 
tressing, considering the relatively low cost of immuniza- 
tions and the huge benefits: Every dollar spent on 
immunization saves ten dollars in later medical costs. Two 
initiatives are mounting campaigns to ensure that all chil- 
dren are immunized by age two. 

Every Child by Two 

In 1991 former First Lady Rosalyn Carter and Betty 
Bumpers, wife of Senator Dale Bumpers of Arkansas, 
joined forces to ensure that babies receive their immu- 
nizations on time. Their Every Child by Two campaign is 
helping ,o get the word out to parents on the importance 
of early immunization, it is encouraging states and local 
health departments to increase access to immunization 
services, and it is promoting long-term policy changes 
that will ensure full immunization for all children by age 
two. 

The organization has enlisted the cooperation of the 
spouses of governors and members of Congress, as well 
as involving elected officials and representatives of more 
than fifty national organizations, health providers, and 
concerned community leaders. Campaigns have been 
conducted in twenty-six states, and technical assistance 



and resources are being provided to state and commu- 
nity immunization projects. 

San Antonio's Immunization Project 

To make certain that children are fully immunized, bcal 
communities must reach out to parents, communicate the 
importance of immunizing young children, and then 
make it easy for parents to comply. San Antonio is one 
city that is leading the way. 

The city's computerized health data system is the 
backbone of the initiative. The system records all births 
and is linked to all hospital emergency rooms, public 
health clinics, and health cere providers, allowing neigh- 
borhoods with low immunization rates to be identified 
and targeted for special outreach efforts, in addition, 
when a child develops a disease that can be prevented 
with a vaccine, other children living in the same neigh- 
borhood can be identified and immunized if necessary. 

The immunization message is communicated in both 
English and Spanish through radio and television public 
service announcements, billboards, and bench ads at bus 
stops. Trained staff members also go door-to-door to bring 
parents information and encourage them to act. In addi- 
tion, staff members at WIC nutrition services clinics assess 
children's immunization status and give vaccines as 
needed. Within two years, immunization rates among chil- 
dren receiving WIC improved from 40 to 83 percent. £ 



Low-income families want to make the 
best possible decisions about their infant's or 
toddler's health, but their options are often 
limited. Many parents lack the money to buy 
health care services or pay health insurance 
premiums. They may be unable to rent a home 
m a sate neighborhood. And they may not be 
able co afford healthy, nutritious food. 



Malnutrition during the first two years of 
life has much more devastating consequences 
than at any other time, inhibiting normal 
growth and development. Children growing 
up in poverty suffer from higher rates of mal- 
nutrition and anemia than other children. In 
one urban hospital, low-income two-year-olds 
were 4n percent more likely than other tod- 
dlers to be severely underweight and clinically 
malnourished. They were Ml percent more 
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>lcKYier<tal Food Program for Women, 
ri, was established in the early 1970*. It 
^, nutritious food to low-income v/omen who are 
pre ^ ^ ^ ^orBOstfeeding and to their children up to the age 
jo£five, WIC also provides the women with information and 
education on nutrition. The program links the distribution of 
food to other health services, including prenatal care. Accord- 
ing to the National Commission on Children's 1991 report 
Beyond Rhetoric, participation in WIC reduces by 15 to 25 
percent the chance that a high-risk pregnant woman will 
deliver a premature or low-birfhweight baby, it Increases the 
likelihood that these women will receive early, regular prena- 
tal care and that their children will get regular pediatric care 
and immunizations. Mothers and children who are at greatest 
risk — those who are poor, minority, and poorly educated — 
benefit most, 

WIC's cost-effectiveness has been clearly demonstrated. 
Because it significantly reduces the chances of prematurity and 
low birthweight and thus avoids extraordinary costs of neona- 
tal intensive care that these conditions typically entail, the sav- 
ings can be substantial. The average cost of providing WIC 
services to a woman throughout her pregnancy is estimated to 
be less than $250; the costs of sustaining a low-birthweight 
baby in a neonatal intensive care unit for one day are many 
times that amount. Despite its demonstrated success, however, 
WIC has never been fully funded. It currently serves some 4 
million women and children, out of an eligible population of 7 
million. • 



likely to suffer malnutrition in the winter 
months, when, researchers speculated, families 
diverted their limited funds from food to fuel.* 
This finding suggests that malnutrition is 
most severe when poor and low-income par- 
ents have to choose among life's barest neces- 
sities. Even when federal nutrition assistance is 
available, it docs not reach many poor chil- 
dren. Despite its proven effectiveness, the 
Women. Infants, and Children (WIC) pro- 
gram, which provides nutritional supplementa- 
tion, reaches little more than half of all eligible 
families. 1 ' 



When they do not have to choose between 
housing and food, low-income families attend 
to their children's nutritional needs. For exam- 
ple, iron deficiency is less common among 
children whose parents receive housing subsi- 
dies than among those whose parents do not. 
Housing subsidies cut rents in half for many 
recipients of Aid to Families with Dependent 
Children, thus freeing up money to spend on 
food. 10 Full funding of these subsidy programs 
might prove beneficial in reducing malnutri- 
tion among young children. 

In poor neighborhoods, families with 
infants and toddlers are more likely to live in 
homes with hazards than are their more afflu- 
ent counterparts. Poor children who live in old 
apartments or homes have high rates of acci- 
dental injur)'. They are also often exposed to 
toxic levels of lead that adversely affects brain 
development and functioning. Toxic lead lev- 
els appear to increase a child's risk of having a 
reading disability sixfold and of later dropping 
out of school sevenfold. 11 Additionally, many 
cases of childhood asthma are attributable to 
allergic responses to such household vermin as 
cockroaches, mites, and rodents. Kates of acci- 
dental injury are also higher in poor neighbor- 
hoods. 

Millions of Children Receive 
Inadequate Health Care 
Children in poverty are not alone in receiving 
inadequate health care. Many children receive 
substandard health care largely because of the 
lack of medical and health insurance. In D92. 
S.4 million children lacked access to health 
care services because thev had no insurance. 
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and millions more were insured for only part 
of* the year. 12 Most children rely on working 
parents for health care coverage, yet ncrrly 80 
percent or* uninsured children are dependents 
of working parents. 13 Children lack insurance 
coverage for several reasons 14 : 

• Increasing numbers of children now live 
witn single mothers who work in low-pay- 
ing service jobs without medical insurance. 

• Employer health care benefits have 
declined over the past decade. 

• If family coverage is offered, the employee 
often declines it because of the high cost of 
the premiums. 

The current system of employer-based 
medical insurance thus leaves large gaps in 
health care benefits for children. Such gaps 
illustrate why the United States lags behind 
other nations in providing health care services 
to children. Except for South Africa, the 
United States is alone among industrialized 
nations in failing to provide health insurance 
for children. 13 This is short-sighted public pol- 
icy; healthy children are more likely to grow 
into healthy, productive adults. Children cov- 
ered bv health insurance use health care ser- 
vices more often and have better health out- 
comes. 16 But nearly 13 percent of America's 
children do not have access to the health care 
services they need to grow up healthy. 17 

To move toward ensuring that infants and 
toddlers ^row up healthy and protected, the 
task force recommends changes in public pol- 
icy to 

• Provide needed health care services for all 
infants and toddlers 

• Protect infants and toddlers from injury and 
promote their health 

• Create safe environments for infants and 
toddlers 




Except for South Africa, the 
United States is alone among 
industrialized nations in failing 
to provide health insurance 
for children. 



ERIC 



Starting Points for Our Youhcist Ch.lorin 



flESrCWAVMUHE 



86 



67 • 



Provide Needed Health Care Services 
for All Infants and Toddlers 

Health care reform has risen to the top of our 
national agenda. The prohibitive costs and lim- 
ited access of our current health care system 
have sparked wide interest in reform. Many 
different measures are being introduced in 
Congress, and states are also struggling with 
health care reform. Complex issues and com- 
peting interests, including the urgent need to 
make health care reform work for children, 
will shape the outcomes. 

Young children need comprehensive health 
care because their needs differ markedly from 
those of older children and adults. Infants' and 
toddlers' unique needs arise from their devel- 
opmental vulnerability and the degree to 
which they are dependent on others — on their 
parents and on social and governmental institu- 
tions — for their health care. 18 To ensure that 
these needs are met, the task force concluded 
that policymakers should use a clinical standard 
of pediatric care to determine the amount, 
scope, and duration of child health care ser- 
vices and should include not only prenatal 
health services but also services for nonpreg- 
nant women that can affect future pregnancy, 
fetal development, and maternal health. 

In 1979, the Select Panel for the Promotion 
of Child Health — a federal group composed of 
fifteen of the nation's leading health care pro- 
fessionals — began the most thorough review of 
this subject ever undertaken in this country. 
Fifteen years later, the task force agrees with 
the panel's conclusions 19 : 
• Health care services for all children must be 
comprehensive, preventive, and primary, 
including well-child and acute-care visits, 
immunizations, newborn and periodic 



health screening (such as PKU and lead 
exposure), preventive dental care, vision 
and hearing tests, and developmental and 
behavioral assessments. 

• The 10 percent of children who have 
chronic or disabling conditions need, in 
addition, specially designed services and 
support. 

• Comprehensive services include parental 
education and counseling. 

• Access to health care must be ensured 
through services such as transportation to 
health facilities and translators who can 
speak with parents and children in their 
own language. 

The task force identified two elements that 
would go farthest toward ensuring that chil- 
dren under three receive needed health care 
services. First, pregnant women, infants, and 
toddlers must be explicitly included in health 
care reform. Second, home visiting services 
should be available as part of comprehensive 
health services. 

Include Children under Three in 
Health Care Reform 

The task force supports the principle that 
health care reform should result in compre- 
hensive health care services for all our nation's 
children. Universal primary and preventive 
care is the cornerstone of children's health ser- 
vices and is long overdue. (See the Appendix 
to this chapter, page 80, for a complete list of 
recommended services.) The task force agrees 
that the health care needs of infants and tod- 
dlers call for services that are broader in scope 
than those designed for older children and 
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adults, and in certain instances they must be of 
greater intensity and duration than would be 
possible under a more general standard. 

Some experts have suggested that within 
health care reform there needs to be a separate 
standard of coverage and service for children. 
This concept should be given serious consider- 
ation, as it would 

• Guarantee that children's health care ser- 
vices take into account developmental and 
dependency needs 

• Serve as an important organizing principle 
for systemic health reform and define nec- 
essary health care services for children 20 
Whatever health care coverage is adopted, 

many details will need to be resolved regarding 
the amount, duration and scope of benefits, 
and the adjustment of benefits within certain 
limits to meet the needs of different individu- 
als and groups. It will also be necessary to bal- 
ance cost containment with quality child 
health services. 

Controlling costs can pose grave risks to 
quality. The connection is often glossed over 
in policy discussions, perhaps to make cost 
control seem less painful than it is. But cost 
control can result in poor-quality care or in less 
care — e ven for children, who are scarcely 
over-consumers of health care now. For exam- 
ple, many health plans now limit mothers and 
newborns to twenty-four hours of hospitaliza- 
tion following a normal delivery. Mothers tor 
whom early discharge is a reasonable option 
are not distinguished from those for whom 
early discharge poses both medical and social 
risks. These plans even send a baby home 
without his or her mother if, after twenty-tour 
hours, the mother is ill and the baby is fine. 

In the absence of conscientious home mon- 
itoring of new mothers and babies, very early 
discharge runs directly counter to good pre- 



ventive medicine. Indeed, good practice calls 
for careful medical monitoring of both mother 
and infant for at least three days postpartum, as 
well as education and support for the new 
mother during that period. The less experi- 
enced or more socially 
high-risk the mother, 

the greater the need for Cost control must be 

this postpartum assis- ACCOMPANIED BY ADEQUATE 

tance. Yet short-term 

, ■ PROVISIONS TO ENSURE 

cost control is wanning 

the day, and postpar- health care ouality. 

turn hospital stays grow 

ever shorter, even in the absence of other sys- 
tems to provide the needed care and education. 

Cost control must be accompanied by ade- 
quate provisions to ensure health care quality. 
The design or revision of a benefits package 
must take into account not only budgetary 
considerations and national priorities, but also 
scientific criteria for adequate health and med- 
ical care. Meaningful grievance procedures 
must enable consumers and providers to 
protest unfair practices or unintended conse- 
quences. To achieve this, consumers and clini- 
cians must work with policymakers in defining 
what constitutes a child health care service. 

Clearly, money is the main barrier between 
America's young children and the health ser- 
vices they require; but other »o?»fina,ncial barri- 
ers must also be surmounted."* These include 
• Capacity shortages. Too few "appointment 
slots" are currently available to meet, 
demand. Ma.ny communities do not have 
enough providers, especially pediatricians, 
family practitioners, and nurse practitioners. 
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• Unfriendly services. Unfriendly, hard-to- 
access services are an obstacle to care whose 
significance has not been fully appreciated. 
Even those parents who are motivated to 
seek out health services may be alienated 
when the clinic telephone is constantly 
busy or when they are put on hold for long 
blocks of time; when intake clerks ^re 
unresponsive; when staff spend more time 
determining how services will be paid for 
than gathering information about the 
health problem that brought the child 
there; when parents are given five minutes 
of a doctor s time after spending hours with 
their children in a waiting room; when 
paperwork is impossibly complicated; 
when interpreters are unavailable. 
• Undervaluing of preventive services. Many 
parents who obtain health care when their 
children arc sick are unlikely to use pre- 
ventive services like well-child visits or 
immunizations, particularly when these ser- 
vices are not easily available. To seek out 
preventive services, parents must be moti- 
vated to ward off a future, hypothetical 
danger — not a current, real one. Moreover, 
mothers with fewer resources and less edu- 
cation, and many who are immigrants, may 
not immediately grasp the nature or impor- 
tance of preventive services. Most impor- 
tant, prevention cannot be a high priority 
for those whose immediate concerns are 
adequate food, housing, and employment. 
• Lack of continuity. Many young children do 
not receive the ongoing health care services 
they need because they do not have a pri- 
mary health care provider. The collapse of 



the public health infrastructure in recent 
years has cut off many young children from 
the services they need. 
Other barriers include the violence, drugs, 
and social isolation found in some impover- 
ished inner-city neighborhoods — conditions 
associated with low levels of health care. 
Expectant mothers in these neighborhoods are 
far less likely to receive adequate prenatal care 
than those in more affluent locales; and 
preschool immunization rates are also low in 
these areas. Already over-stressed, these chil- 
dren and their families should not have to add 
inadequate health care to their list of everyday 
life problems. 

Americans today do not have equal access 
to health care, and will not even wifh univer- 
sal health insurance. Particularly fot high-risk, 
low-income children and their families, health 
insurance does not automatically translate into 
health care; coverage is worthless if no primary 
care provider is available. The nation will have 
to do more than expand access to coverage. 

The task force recommends that all pregnant 
women and all children receive comprehensive 
health care services that promote their health 
and well-being. We recommend that pregnant 
women and all children under three be the first 
to be included into a universal system. This is a 
"down payment' 1 — assuring that children get a 
healthy start and have the greatest opportunity 
for a life of productivity and vigor. 

Provide Home Visiting Services to 
Pregnant Women and Families with 
Infants and Toddlers 

For more than a century, home visiting has 
existed in the United States as a strategy for 
delivering health care, information, and sup- 
port services to pregnant women and families 
with young children. Today, home visiting scr- 
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vices are drawing attention as a promising pre- 
ventive strategy. The General Accounting 
Office, numerous experts, and many commis- 
sion reports have suggested that home visiting 
can help all newborns have a good start in life, 
can foster child development and school readi- 
ness, can encourage parents to take advantage 
of preventive health services, and can decrease 
the incidence of infant mortality, low birth- 
weight, and child abuse. 22 

Because of these advantages, home visiting 
programs have increased in popularity. Many 
states now offer voluntary home visiting ser- 
vices to all new parents and provide more 
intensive services to at-risk families with young 
children. The task force recommends that 
home visiting services be offered on a volun- 



tary basis as part of comprehensive health ser- 
vices to all first-time parents and their new- 
borns. In addition, more intensive home visit- 
ing services should be available for certain 
at-risk groups of families that request them. 

The task force concluded that the current 
practice of early hospital discharge after the 
birth of the newborn makes home visiting an 
attractive strategy during the first six weeks of 
a newborn's life. By providing at least one visit 
within the first two weeks, the home visitor 
can offer advice about infant feeding and sup- 
port for breastfeeding; answer questions about 
newborn care; assess the newborn's general 
health; and provide information about preven- 
tive health care, family support services, and 
child care. The home visitor becomes an 
important link between the family and com- 
munity services and supports. 
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Healthy Families America 



In 1 992, more than 2.9 million cases of suspected child abuse 
were reported, many of them among children from birth to 
three years of age. Research indicates that the best way to 
promote healthy child development, to strengthen families, 
and to prevent child abuse is to provide parents with educa- 
tion and support beginning with the birth of their first baby, 
ideally by means of a voluntary program of home visits. 

Hawaii's Healthy Start Program is an effective model. This 
initiative provides an initial home visit and assessment of all 
families with newborns. "At-risk" families are identified and 
provided with family support, family crisis resolution strate- 
gies, and mental health services. Based on Healthy Start, 
Healthy Families America was launched in 1992 to lay the 
foundation for a nationwide neonatal home visiting program. 
Initiated by the National Committee to Prevent Child Abuse, 
in partnership with the Ronald McDonald Children's Chari- 
ties, Healthy Families proposes to establish intensive home 
visitor programs in areas where parents lack education and 
support programs and to build onto existing programs wher- 
ever possible. 

The need for such programs is particularly great where 
children are at greatest risk for abuse or neglect (that is, in 
communities with high percentages of low-birthweight babies, 
births to unmarried adolescents, and children living in 
poverty). 

Community- based parent education and support pro- 
grams exist in the United States, but few are statewide, com- 
prehensive, and well-coordinated with other federal, state, 
and local programs. Healthy Families America intends to 
improve this situation. Efforts are under way in all fifty states 
to build a Healthy Families America system, and eleven states 
are operating small pilot programs. ) 



The task force also determined that any 
effort to offer good health care to all infants and 
toddlers must reach young children whose par- 
ents live in impoverished, violent neighbor- 
hoods. It is precisely with these vulnerable chil- 
dren and mothers that the investment can have 
the highest payoff. Especially effective are com- 
prehensive prenatal and infant services, in 
which trained nurses or paraprofessionals visit 
unmarried, adolescent, uneducated, or low- 
income mothers and their children. These pro- 
grams have successfully encouraged expectant 
mothers to stop smoking, eat a balanced diet, 
use the WIC nutrition supplementation pro- 
gram, and seek childbirth education. In families 
that have been visited, the incidence of low- 
birthweight babies, child abuse and neglect, and 
childhood injuries has decreased. 2 * 3 

Home visiting programs are also cost-effec- 
tive. In one study, by the time the children had 
reached the age of four, the government had 
saved SI, 722 per child for the entire sample 
and S3, 488 per child for low-income families. 
Savings were greatest in programs such as 
AFDC, Food Stamps, Medicaid, and Child 
Protective Services. 24 

The task force concluded that more inten- 
sive home visiting services should be made 
available to families who are at risk for poor 
maternal and child health outcomes. To be 
effective, these services should be 

• Sensitive to family strengths, characteristics, 
and circumstances 

• Comprehensive in focus, with multiple 
goals for both the mother and infant 

• Geared to frequent visits that can extend 
flexibly over a one- or two-yenr period, 
depending on a families 1 needs 

• Staffed by well-trained, properly supervised 
paraprofessionals and professionals, who 
have opportunities for continuing education 
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Safeguarding Children 



The task force agreed that these more com- 
prehensive home visiting services would have 
the greatest benefit if offered to all families in 
communities with high rates of poverty and 
large numbers of single, young mothers. These 
voluntary services could help those most likely 
to benefit without singling out any particular 
mother or child in the neighborhood. 

Protect Young Children from Injury 
and Promote Their Health 

Protect Young Children from 
Unintentional Injury 

Despite modest decreases since 1912 in the 
overall rate of deaths from injury, uninten- 
tional injuries remain the leading cause of 
death among children aged one to four. While 
motor vehicle accidents predominate, deaths 
from fires, burns, drown ; ng, and suffocation 
are particularly common among the very 
young. 25 Children growing up in poverty arc 
more likely to die from an unintentional injury 
than children from better-off families. 26 

Patterns of childhood injury vary not only 
by income but also by gender and geography. 2 ' 
Males predominate as accident victims in all 
age groups, even among the very young. In 
1988, for example, male babies accounted for 
57 percent of the deaths from injury among 
those under one year of age; for children aged 
one to four, the figure was 61 percent. Death 
rates from house fires are similar for boys and 
girls, except between age two and four, when 
boys' tendency to play with matches and ciga- 
rette lighters may account for their higher 



A napping baby sprawled on the back seat of a car; a tod- 
dler who picks at the paint on the kitchen wall and then eats 
it; an infant teething on a sharp-edged toy — they're all in dan- 
ger. Many young children risk injury or illness all day long 
without venturing far from their normal routines. 

The good news is that concerted efforts to childproof 
homes and reduce risks in the car and the neighborhood do 
work. Risk reduction requires parent education, so that new 
mothers and fathers (and other caregivers) can learn ro spot 
possible hazards and prevent injuries; at the same time, poli- 
cymakers, manufacturers, and community groups, must take a 
proactive approach to safeguarding children. 

One effort to create injury-free enviionments for children 
is Communities for Child Safety, a program administered by 
the National 4-H Council. This program defines injury broadly 
to include intentional, unintentional, physical, and emotional 
harm. It brings together people who work in injury control and 
those who work in child abuse and neglect. 

Begun in 1987 in Chicago, Communities for Child Safety 
sends two-person teams into neighborhoods to collect infor- 
mation on hazards, to develop networks with key organiza- 
tions and support groups, to educate local residents, and to 
persuade local government and organizations to change their 
policies and approaches. 

Teams urge communities to hold child safety fairs, to 
assess home safety, to offer infant/child CPR classes for par- 
ents, to educate parents in child safety, to establish fire safety 
programs, to work to prevent child abuse and neglect, and to 
clean up vacant lots and playgrounds. The goal is a commu- 
nity injury prevention plan. j 



death rate. Drowning deaths occur more often 
in states where there are large numbers of 
home swimming pools. Motor vehicle acci- 
dent deaths are niore common in less urban 
areas, where more families have cars and speed 
limits are higher. 

While many childhood injuries do not 
result in death, they may result in disability or 
disfigurement and may compromise a child's 
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future development, well-being, and achieve- 
ment. Because most of these injuries are pre- 
ventable, the task force recommends new pub- 
lic strategies to reduce the incidence of 
unintentional injuries to young children. These 
strategies must include broad-based community 
efforts to encourage the use of child safety seats, 
fire alarms, window guards, and flame retardant 
sleepwear, and to reduce the temperature of tap 
water in homes and child care settings. 

Community-based prevention approaches 
are helpful, as shown by the National 4-H 
Council's Communities for Child Safety and 
other initiatives. In addition, a concerted effort 
is needed to educate parents and other adults 
about child protection. Leaders in health care, 
child care, government, social services, law 
enforcement, voluntary agencies, business and 
industry, construction and design, and the mass 
media can all contribute to making the preven- 



tion of childhood injuries a national priority. 
The interests of very young children should be 
central in these efforts. Industry can develop 
nonflammable children's clothing and bedding; 
regulators and lawmakers can promote and 
enforce requirements to use car seats and to 
observe speed limits; engineers and architects 
can design new products or facilities that 
reduce the risk of injury for young children. 
The mass media can focus attention on young 
children and can provide information about 
products, risks, and methods of protection. 28 

Promote Children's Health 
The task force concurs with other commissions 
that promoting young children's health is a 
responsibility snared by parents, other care- 
givers, the community, and health officials at 
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all levels of government. 29 Parents have the 
greatest responsibility for promoting healthy 
lifestyles at home and making certain their 
young children receive essential health care 
services: the mother's level of education and 
access to information are key determinants for 
children's health. 30 Other adults — child care 
workers, health providers, nonprofit agency 
and religious leaders, business, and the 
media — also have a responsibility to support 
families so that young children grow up phys- 
ically and mentally healthy. 

Child care providers can play a key role in 
promoting children's health and safety at home 
by creating a physical setting, preparing meals, 
and selecting toys that serve as models for par- 
ents. Child care staff can encourage parents to 
have their young children immunized (or can 
provide immunizations on site), can help them 
recognize illnesses or developmental difficul- 
ties, and can protect a child who may show 
signs of abuse or neglect. Health care providers 
can offer information about nutrition, child 
development, the parent-child relationship, 
and ways to childproof the house. Further- 
more, both health care providers and child care 
staff can elicit support from other community 
members to develop comnvinity-based health 
education, injury prevention, and health care 
programs. These professionals can also sponsor 
activities and special projects to help families 
gain access to needed services. ^ 

But how can we best support parents' own 
efforts to promote their children's health? First, 
community leaders can identify what needs to 
be knov/n by parents and others in the com- 
munity. Second, programs to teach health-pro- 
moting behaviors to parents can be started in 
accessible settings at convenient hours. Third, 
religious, civic, business, and other community 
organizations can communicate information 
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'ROAR' Lays Early 
Foundation for Literacy 

A Boston pediatrician tells the story of a harried young 
mother who arrives for her appointment with her toddier in 
tow. It's been a tough morning, and the afternoon promises to 
be no easier. In the waiting-room, an older woman 
approaches with an armload of books and asks if they would 
like a story. 

The toddler takes an immediate interest, and the mother is 
struck by how many things he can name. She is surprised — 
and pleased— when the doctor later talks with her about shar- 
ing books with her toddler, and offers her a colorful book to 
take home. If the doctor is "prescribing" books, she reasons, it 
must be important. 

This story is typical of the daily encounters in Reach Out 
and Read (ROAR), an innovative program at the Boston City 
Hospital that uses the pediatric visit to spark an interest in 
reading among families whose children are at risk for school 
failure. ROAR began in 1 989 as a waiting-room program, 
because there parents and children are a captive audience, 
often for an extended period of time. ROAR provided volun- 
teer adult readers, and found that young children were inter- 
ested in the book and parents were intrigued by their chil- 
dren's behavior. ROAR considered the disappearance of 
children's books from the waiting room a positive sign. Today, 
ROAR offers assistance and resources to doctors and nurse 
practitioners, who then provide guidance to parents about 
reading and give them free children's books. 

The program premise is that early cognitive experience is 
vital to later academic success. Among children served by the 
hospital, more than 25 percent experience significant reading 
delays and subsequent school problems; they are at increased 
risk for school failure. The psychological trauma that can fol- 
low school failure is often reflected in low self-esteem, teenage 
parenthood, delinquency, and substance abuse. ^ 




about children's health, setting as their highest 
priority the good health of every neighbor- 
hood child. 32 

Create Safe Environments 
for Young Children 

The public decries violent acts — child abuse, 
domestic violence, and murders — that take 
place in homes and neighborhoods. Although 
parents, community groups, and elected offi- 
cials call for anticrime measures, the violence 
continues, 33 touching the life of too many 
children in this country — some more often and 
more directly than others. A child growing up 
in a poor community plagued by violence is 
also more likely to experience family violence, 
abuse, and neglect than a child from a more 
affluent community. 34 

Although most research and public 
debate about violence have focused on 
school-aged children 



Overall, repeated exposure 
to violence is a threat 
to children's healthy 
physical, intellectual, and 
emotional development. 



and adolescents, vio- 
lence also affects preg- 
nant women, infants, 
and toddlers. Women 
face the highest risk of 
violence by a male 
partner during their 
childbearing years, and 
most particularly dur- 
ing pregnancy. 35 The abuse of pregnant 
women leads to serious risks for the infant, 
including low birthweight, birth defects, pre- 
maturity, and even such grave consequences as 
stillbirths and infant mortality. 36 After the baby 
is born, many abused women experience post- 



partum depression; consequently, their new- 
borns often suffer from feeding problems and 
failure to thrive. 37 

Very young children are also victims of 
abuse. Of the two million children who expe- 
rience physical abuse or neglect each year, 
more than a third — some 700,000 in all — are 
infants under one year of age. 38 Premature 
infants are three times more likely than full- 
term infants to suffer abuse. When children 
under three years old are maltreated, the result 
is frequently permanent injury or death. 39 In 
1990, almost 90 percent of those children who 
died as a result of abuse were under the age of 
five; 53 percent were less than a year old. 40 

The consequences for young children of 
community and familial violence has been lit- 
tle studied, but there is no doubt that they are 
adversely affected by such violence and that it 
interferes with their parents 1 ability to raise 
them. Indeed, during infancy and toddlerhood 
children should develop a sense of trust that the 
world is a safe place and that they are effective 
actors in that world. By the end of the first 
year, infants have a reasonable memory of 
important, major events that have particular 
meaning for them. 41 When the environment is 
not safe, children feel helpless and ineffective. 
Repeated exposure to violence effects children 
even before they have language. These chil- 
dren have difficulty sleeping and show 
increased anxiety and fearfulness. Young chil- 
dren withdraw, become depressed, and have 
difficulty paying attention. Overall, repeated 
exposure to violence is a threat to children's 
healthy physical, intellectual, and emotional 
development. 

Parents, too, are affected by a climate of 
violence. Their ability to provide a safe envi- 
ronment is jeopardized when they must have 
their children play below the windowsills or 
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Violence and Children: How 
Communities Have Responded 



Today, there is growing awareness that young people 
who witness violence are also victims. In many parts of 
the country, young children are increasingly exposed to 
violence, both as the object of violence and as witnesses. 
Some communities are responding. 

Child Development and Community Policing 

The New Haven Department of Police Services, working 
with the Yale Child Study Center, has developed a pro- 
gram to provide 

Seminars for police officers on child development and 

human relationships 

A twenty-four-hour consultation service for children 
and families who have witnessed violence 
A weekly case conference for police and child mental 
health professionals 

Called Child Development and Community Policing, 
the program has altered the ways in which police and 
mental health workers coordinate and deliver services to 
children and families exposed to violence. Police training 
emphasizes protection of the child's emotional and phys- 
ical well-being. For example, police officers are trained 
to reunite children who have experienced traumatic vio- 
lence with parents as quickly as possible and to call in 
clinicians immediately. 

In the first year, the program trained all 450 mem- 
bers of the police department in the use of the consulta- 
tion services; 150 officers attended seminars on child 
development and family functioning. In the first eighteen 
months of the consultation service, more than 300 chil- 
dren, ranging in age from two to seventeen, were 
referred by officers in the field. The children had been 
exposed to murders, stabbings, maiming by fire, death 
by drowning, and gunfire. They were seen individually or 
in groups in their homes, at police substations, and at the 
Child Study Center. 

The Child Witness to Violence Project 

Children from birth to six who witness violence in their 
homes, between parents or other household members, 



Gnd in the community, also need immediate attention. 
The Child Witness to Violence Project, started in 1992 at 
Boston City Hospital, identifies young children who have 
been exposed to violence and provides intervention to 
both the child and the family. The key to helping children 
is to support the adults who are most important to the 
child — whether parents, other relatives, or child care 
providers. Program therapists help these adults to cope 
with their own emotions so that they can shift their atten- 
tion more quickly to the traumatized child. 

Leadership Training Seminar on Children 
Exposed to Community Violence 

Young children in Chicago commonly tell pediatric health 
care providers and teachers that they hear gunshots out- 
side their homes, witness shootings on playgrounds in their 
neighborhoods, or have a relative who has been a victim 
or perpetrator of violence. In 1993, the Erikson Institute 
responded to requests for assistance from the community 
by providing an in-depth seminar series to enable profes- 
sionals to help children, from birth to adolescence, and 
their parents cope with the effects of violence and trauma 
in their lives. 

The project's goal is to help teachers of young chil- 
dren, child care staff, and community service profession- 
als who work with families exposed to chronic violence to 
understand and respond more effectively to the families' 
special needs and concerns. Sixty professionals are taking 
part in the project. Seminars are held twice a month over 
a nine-month period; the sessions include information 
about how children view traumatic events, how better to 
intervene with these children in order to prevent long-term 
negative effects, and how to work with parents and other 
adults in the community. In addition, Erikson staff are 
available for on-site consultation and have developed a 
new workbook for children facing violence. 
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sleep in a bathtub to avoid random bullets, or 
when everyone knows a neighbor's child who 
has been killed or is a gang member. Parents 
often lose confidence and are so traumatized 
that they find it difficult to be emotionally 
responsive to their children. 

The task force concludes that this nation 
must make a clear commitment to the right of 
all young children to grow up in safe homes 
and neighborhoods. Energy and resources 
must be directed toward preventing violence 



in children's lives and dealing with the damage 
that has already occurred. Two specific inter- 
ventions seem warranted. 

Adopt Family-Centered Approaches 
Parents would benefit from family- centered 
approaches to help them understand the pro- 
found effects of violence — both in the family 
and in the community — on young children. 
Research indicates the strongest buffer for 
young children is a supportive relationship 
with parents. Most children are able to adjust 
to living in dangerous environments as long as 
their parents are not stressed beyond their 
capacity to cope. 42 Parent education and fam- 
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ily support programs can help parents under- 
stand their critical role in the lives of their chil- 
dren. Parents must be taught skills in nonvio- 
lent conflict resolution and have access to 
proven programs that prevent child abuse and 
neglect. 

In order to serve families best, support net- 
works and individual counseling should be 
available to parents when necessary. The sup- 
porters themselves — the child care staff, health 
care professionals, counselors, religious leaders, 
and community workers — need more training 
in helping families and young children who are 
victims of violence. Parents themselves need to 
be able to contact these community resources 
to support and protect their children. Experts 
also need to develop a wide range of materials 
that describe positive parenting skills and offer 
ways to deal with acute and chronic trauma as 
they affect young children. 

Initiate Community-Based 
Programs to Prevent Violence 
In a growing number of communities today, 
parents consider few places to be safe and 
therefore restrict their children's play. Com- 
munity programs to prevent violence help 
lower the levels of violence and increase the 
number of places that are safe for young chil- 
dren. For maximum effectiveness, such pro- 
grams must be implemented locally, taking into 
account local conditions. 

Increased funding must be made available 
for community programs that address violence 
prevention. For example, partnerships between 
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child and family services and law enforcement 
agencies can support parents, help them 
develop positive behaviors, and work with 
families whose children are victims of violence. 
Such efforts convey to families that they are 
not alone, that society is committed to address- 
ing violence in their communities. 

Front-line workers need in-service consul- 
tation about how to deliver services in com- 
munities where violence is epidemic. Such 
efforts must coordinate child and family ser- 
vices with mental health professionals and law 
enforcement. Successful communitywide col- 
laborations are already taking place in Boston, 
Chicago, New Haven, New Orleans, and 
Washington, D.C. 

Central to ridding communities of violence 
is controlling access to guns. Citizens and poli- 
cymakers have organized concerted, coordi- 
nated, and successful efforts to prevent drunk 
driving, to promote the use of seat belts, and to 
make smoking unacceptable. Similar efforts 
must occur with guns, especially given the 
power of the gun lobby. Even given enactment 
of the Brady law in late 1993, gun control laws 
in the United States have not effectively 
reduced the prevalence of guns in our society, 
but the American public's tolerance of guns is 
lessening. What is needed is nothing less than 
the removal of all guns, except those lawfully 
registered under stringent controls. Parents 
must be made to understand that possession of a 
gun for protection actually increases the chances 
of their children being injured or killed. 43 
Clearly, however, before parents can accept this 
understanding and act on it, they must be con- 
fident that their communities are safe. 
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Appendix: Comprehensive Services Recommended 
for the Promotion of Child Health 



In 1981, the Select Panel for the Promotion of Child 
Health, after a two-year study, identified the services nec- 
essary to ensure the health of America's chldren. The task 
force endorses the panel's recommendations and has 
updated them to reflect new medical developments. 

Women of Reproductive Ace 

Services for nonpregnant women 

Diagnosis and treatment of general health problems that 
can adversely affect future pregnancy, fetal development, 
and maternal health 

Sexually transmitted diseases 

Immune status (rubella, HIV) 

Gynecological anatomic and functional disorders 

Organic medical problems 

Nutritional status, including both over- and underweight 
Fertility and genetic problems 
Significant dental problems 
Occupational exposures 
Genetic risk 

Diagnosis and treatment of mental health and behavioral 
problems 

Substance abuse, including alcohol 

Smoking cessation 

Significant mental disorders 

Comprehensive family planning services 
Education and counseling 
Physical exam and lab tests 

Provision of family planning methods and instruction 
regarding their use 

Pregnancy testing, counseling and referrals as appro- 
priate 

Infertility services and genetic testing 
Sterilization services 

Home health and homemaker services 

Prenatal services 

Early diagnosis of pregnancy 

Counseling for pregnancy continuation 
Referral to prenatal care 
Childbirth preparation classes 
Adoption 

Termination of pregnancy 



Prenatal care 
History 

General physical exam 
Appropriate laboratory tests 

Diagnosis and treatment of general health problems 
Diagnosis and treatment of mental health problems 
Nutritional assessment and services 
Dental services 

Screening for infectious diseases 

Genetic screening, diagnosis, and counseling 

identification and management of high-risk pregnancies 

Counseling and anticipatory guidance regarding 
Physical activity and exercise 

Nutrition and adequate but not excessive weight gain 
during pregnancy 

Avoidance of substance abuse and environmental haz- 
ards 

Fetal growth and development and physiological 
changes in pregnancy 

Signs of abnormal pregnancy and of the onset of labor 
Preparation for labor (including partner, where appro- 
priate) 

Use of medications during pregnancy 
Infant nutritional needs and feeding practices, includ- 
ing breastfeeding 
Child care arrangements 

Parenting skills, including risk of child abuse or neglect 
Linkage to continuous and comprehensive pediatric 
care 

Emotional and social changes brought on by the birth 
of a child 

Perinatal and postpartum care 

Monitoring labor 

Medical services during labor and delivery 

Delivery by qualified professional in a facility with ade- 
quate services 

Diagnosis and treatment of general health problems 

Diagnosis and treatment of mental health and behavior 
problems (postpartum depression) 
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Counseling and anticipatory guidance regarding 
Infant development and behavior 
Infant nutrition and feeding, including breastfeeding 
Home and automobile accident prevention 
Infant stimulation and parenting skills, including risk of 
abuse or neglect 
Immunization 

Health-damaging behavior by parents, including sub- 
stance abuse and smoking 
Continuous and comprehensive health cam 
Recognition and management of illness in the newborn 
Hygiene and first aid 
Child care arrangements 
Other relevant topics of patient concern 

Health education 

Counseling and anticipatory guidance, as listed above 

Developing positive health habits 

Using health services appropriately 

Accessing community health and social services 

Access-related services 
Transportation as appropriate 
Emergency transport 

Transportation services associated with a regionalized 
perinatal or tertiary care network 
Transportation services that facilitate obtaining needed 
health services 

Outreach services 

Hotline, translator, and 24-hour emergency telephone ser- 
vices 

Child care services to facilitate obtaining needed health 
services 

Infants under One Year 
Services in the neonatal period 

Evaluation and support immediately after delivery 
Complete physical exam 

Laboratory tests to screen for genetic disease and thyroid 
function 



Diagnosis and treatment of general health problems, both 
acute and chronic 

Preventive procedures, including 

Gonococcal eye infection prophylaxis 
Administration of vitamin K 

Services of a neonatal intensive care unit, as appropriate 

Nutritional assessment and supplementation, as needed 

Bonding, attachment support, and extended contact with 
parents, including rooming-in, if desired 

Linkage to continuous and comprehensive pediatric care 
after discharge 

Home health services 

Be alert for signs of abuse and neglect 

Services for children 

Periodic health assessment, including 
History and systems review 
Medical history 
Social setting 
Family background 
Genetic assessment 
Age and development stage 
Potential problems 
Complete physical examination, including 
Height and weight 
Head circumference 
Developmental /behavioral assessment 
Vision and hearing evaluation 
Screening and laboratory tests as indicated, including 
Hemoglobin/hematocrit 
Tuberculin skin test 
Lead poisoning 
Parasites 

Screening for sickle cell and other disorders of 
hemoglobin 

Nutritional assessment and supplementation, as 
needed, including 
Iron 

Vitamin D 
Fluoride 

Immunizations 

continued on page 82 
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Appendix: Comprehensive Services Recommended 
for the Promotion of Child Health, continued 



Diagnosis and treatment of general health problems, both 
acute and chronic 

Home health services 

Services for families during infant's first year 

Counseling and anticipatory guidance regarding 
Infant development and behavior 
Maternal n jtritional needs, especially if breastfeeding 
Infant nutritional needs and feeding practices 
Home and automobile accident prevention 
Infant stimulation and parenting skills, including risk of 
abuse or neglect 
Immunizations 

Health-damaging behavior by parents, including sub- 
stance abuse and smoking 
Continuous and comprehensive health care 
Recognition and management of illness 
Hygiene and first aid 
Child care arrangements 

Other relevant issues in response to parental concern 

Counseling and appropriate treatment or referral as 
needed for parents 

Who have chronic health problems that affect their 
capacity to care for the infant, including 
Handicapping conditions 
Substance-abuse problems 

Mental health problems (including maternal 
depression) 
Whose infant in seriously ill 

Whose infant has a chronic illness or a handicapping 
condition 

Whose infant is or is about to be hospitalized 
Health education 

Counseling and anticipatory guidance, as listed above 
Developing positive health habits 



Using health services appropriately 

Accessing community health and social services 

Access-related services 

Transportation as appropriate 
Emergency transport 

Transportation services associated with a regionalized 
perinatal or tertiary care network 
Transportation services that facilitate obtaining needed 
health services 

Outreach services 

Hotline, translator, and 24-hour emergency telephone ser- 
vices 

Child care services to facilitate obtaining needed health 
services 

Children from One Year to Three Years 

Services for children 

Periodic health assessment, including 
History and systems review 

Medical history 

Social setting 

Family background 

Genetic assessment 

Age and developmental stage 

Potential problems 
Psychosocial history 

Peer and family relationships 

Child care progress and problems 
Complete physical examination 

Height and weight 

Developmental and behavioral assessment 
Vision, hearing, and speech evaluation 
Signs of abuse and neglect 
Screening and laboratory tests as indicated, including 
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Hemoglobin/hematocrit 
Tuberculin skin test 
Lead poisoning 
Parasites 

Screening for sickle cell and other hemoglobin dis- 
orders 

Nutritional assessment and supplementation, as 
needed, including iron, vitamin D, and fluoride 

Immunizations 

Diagnosis and treatment of general health problems, both 
acute and chronic 

Diagnosis and treatment of mental health disorders, both 
acute and chronic 

Emotional disorders 

Learning disorders 

Behavioral disorders 

Substance abuse 

Problems with family and peer group 

Counseling and support services for children with chronic 
or handicapping conditions 

Dental services, preventive and therapeutic 

Home health services 

Services for children and their families 

Counseling and anticipatory guidance regarding 
Nutritional needs 

Home and automobile injury prevention 
Parenting skills, including risk of abuse or neglect 
Immunizations 

Health-damaging behavior by parents, including sub- 
stance abuse and smoking 
Continuous and comprehensive health care 
• Child care arrangements 
Physical activity and exercise 
Hygiene and frst aid 
Dental health 



Childhood antecedents of adult illness 
' Child development 
1 Environmental hazards 

Other relevant issues in response to child and parental 

concern 

Counseling and appropriate treatment or referral, as 
needed, for parents 

> Who have chronic health problems that affect their 
capacity to care for the child, including 

* Handicapping conditions 
Substance-abuse problems 

• Mental health problems (including maternal 
depression) 

Whose child is seriously ill 

Whose child has a chronic illness or a handicapping 
condition 

* Whose child is or is about to be hospitalized 
Health education 

Counseling and anticipatory guidance, as listed above 
Developing positive health habits 
Using health services appropriately 
Accessing social services and entitlements 

Access-related services 

Transportation as appropriate 
Emergency transport 

Transportation services associated with a regionalized 
or tertiary care network 
' Transportation services that facilitate obtaining needed 
health services 

Outreach services 

Hotline, translator, and 24-hour emergency telephone 
services 

Child care services to facilitate obtaining needed health 
services 
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Mobilize Communities to 
Support Young Children and 

Their Families 



T 



ake a walk around the neighborhood, virtually any neighborhood, in the late 
morning, when most Americans are at school or work. That's when infants 
and toddlers seem to be out in force — lifted from car seat to shopping cart, 
carried or wheeled down Main Street, or set loose in a sandbox. The adults who care for 
them have ventured out to do errands, visit the doctor, calm a fussy baby, or perhaps just 
to escape the isolation of solitary child care. Some find themselves in communities that 
respond to their needs and those of their children. Town centers have sidewalks for 
strolling, and the kinds of playgrounds and parks where children can safely play and adults 
can comfortably sit. Stores and restaurants welcome people with infants and toddlers, shop- 
ping malls accommodate small children, and family drop-in centers provide a meeting 
pl ace — a source of stimulation for the children and of information and social contact for 
adults. Essential services, like clinics or pharmacies, are conveniently located, and have 
hours that make sense for working parents. In short, the community's institutions, both 
public and private, are designed in ways that weave young children and their caregivers into 
the social fabric. 

But those communities are the exception rather than the rr.le. More often, outings into 
the community can be stressful, frustrating events for people with infants and toddlers. Most 
communities are far more responsive to the needs of their "working ' residents — those who 
hold jobs outside the home and who do not have small children — than to the needs of 
adults caring for small children. This is no accident. For the most part, new parents tend to 
have less influence than other community members: overwhelmed and isolated by the 
demands of home and work responsibilities, they often have less financial clout, less 
involvement in community affairs, and less say in setting priorities. 
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A Community that Supports Families 
With Young Children 

This report identifies four key starting points for young chil- 
dren that may also serve as starting points for community 
planning. To support families with young children, a commu- 
nity must invest its human and financial resources to 

• Support parent education: Encourage parents to make 
responsible choices in planning to have children; make 
family planning and prenatal health care services widely 
available; and educate parents and all community mem- 
bers about the importance of good parenting. 

* Broaden quality child care options: Give all parents 
access to quality, affordable child care options, so that 
they can nurture their children while pursuing economic 
self-sufficiency and personal growth. Quality child care 
and parental leave are essential choices that all parents 
need. 

* Guarantee adequate health care: Provide parents and 
their children with comprehensive primary and preventive 
health care, and educate parents and community-based 
providers about injury prevention to ensure safe and pro- 
tective environments for children. 

• Strengthen community networks: Draw together 
community p*ograms to establish accessible and wel- 
coming neighborhood and child family centers so that all 
parents can get the support they need in raising their 
young children. 2 



For these and other reasons, the commu- 
nity services available to most families with 
children under age three are few and fragmen- 
tary. When a new baby joins a family, relatives, 
friends, and neighbors may pitch in, keeping 
an eye on older children, offering advice about 
calming a colicky infant, or bringing over a 
casserole. But new parents need more system- 
atic, sustained support. Families of all kinds 
need help in balancing childrearing and work- 
place responsibilities, in acquiring the best pos- 
sible child care and health care, and in dealing 
with the inevitable stress of raising a young 



child — often without the support of an 
extended family. 

The bottom line is this: most communities 
do not adequately support a healthy start for 
our youngest childrei and our nation has not 
mobilized the resources or the will to meet 
their needs. This is the quiet crisis that threat- 
ens the stability of community and family life 
across this nation. 

Communities Count 

Reversing the quiet crisis requires more than 
the provision of direct services to families, such 
as those described in preceding chapters. It has 
become increasingly clear that we also need to 
support communities so that they in turn can 
strengthen family life. 

A growing body of research supports the 
premise, most eloquendy formulated more 
than half a century ago in the work of L. S. 
Vygotsky, that human development, and espe- 
cially cognitive growth, occurs in the context 
of engagement in joint activities with impor- 
tant people in our lives, both relatives and 
nonrelatives. Recent studies extend this notion 
by exploring the role of neighborhoods and 
communities in mediating broad cultural, 
social, and economic forces and thereby mold- 
ing the lives of families and children. These 
studies demonstrate that supportive social net- 
works help parents to utilize community 
resources, to cope with stress, and to learn new 
parenting styles. They show that neighborhood 
characteristics do indeed affect individual out- 
comes for children. 1 
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Ecology- and Children 
Two strands of community-level research are 
especially relevant to the work of the task 
force. The fV: takes an ecological approach to 
improving children's chances of getting a 
secure, healthy start in life. The term "eco- 
logical" suggests that a viable, sustainable 
habitat is crucial to the survival of a species. 
Applied to child development, the ecological 
approach assumes that a family's effectiveness 
as a childrearing system is bolstered by the 
existence of a supportive social network that 
includes people outside the immediate fam- 
ily — relatives, friends, neighbors, coworkers, 
and other community members. In short, it 
assumes that as we raise our children, com- 
munities count." 

Before the late seventies, researchers paid 
relatively little attention to this approach. 
They tended to view personal networks as pri- 
vate matters, since they grew out of extended 
family relationships and individual friendships. 
But there is growing evidence that the kinds of 
social networks developed by parents, and later 
by the children themselves, have an impact on 
children's mental and physical well-being and 
on their success in school. 

One large study followed 160 families in 
ten neighborhoods of Syracuse, New York: it 
included families with a wide range of ethnic, 
economic, and structural characteristics. Over 
a three-year period, families took part in a 
Child and Family Neighborhood Program that 
provided a variety of resources that supported 
parents' childrearing efforts. The program did 
not explicitly aim to expand parents' social 
contacts, but researchers did study the devel- 
opment and effects of these networks. The 
study showed that when parents are more con- 
nected to other families in their communities, 
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their children benefit. Stronger, larger net- 
works had a positive effect on parents 1 ability 
to deal with stress, on mothers' perceptions of 
themselves and their children, on fathers 1 
involvement in childrearing, and on children's 
self-esteem and school success. In addition, the 
researchers found that, in some circumstances, 
network resources reduced the probability of 
certain mental and physical illnesses. 3 

Social Disorganization: 
Children Pay the Price 

A second line of research comes from social dis- 
organization theory — the study of the way peo- 
ple are affected by the degree of social organi- 
zation in their neighborhoods. It focuses not 
only on the community's formal institutions, 
but also on its informal networks — the density 
of acquaintanceships, the ties among different 
generations within extended families, and the 
shared responsibility for children. It suggests 
that when people feel responsible for what hap- 
pens in their neighborhoods, children benefit. 

Moreover, this research shows that the 
absence of social cohesion can have a devastat- 
ing effect on the entire community, but partic- 
ularly on its youngest members. In particular, it 
suggests that social disorganization, in combina- 
tion with urban poverty, can lead to low birth- 
weight, child abuse and neglect, cognitive 
impairment, and other adjustment problems. 
Researchers have found that social isolation 
not only deprives parents of crucial resources; 
it als:> limits their access to the kind of cultural 
learning and positive role models that can help 
them cope better at home, in school, and on 
the job. And finally, they suggest that commu- 



nity-level interventions to provide prenatal 
care, to promote infant and child health, to 
impart childrearing skills, and to teach conflict 
resolution are promising. 4 

Helping Families by Improving 
Community Supports 

These findings strengthen the task force's con- 
viction that families can benefit from improved 
community supports — in particular, when 
communities are able to develop a broad, 
coherent approach that makes sense for their 
population of families with children under age 
three. This is a daunting challenge, requiring 
the good ideas and hard work of people across 
the nation: government officials, business lead- 
ers, agency staff, community workers, and vol- 
unteers. But the long-term payoffs will be sub- 
stantial. A good start in life measurably decreases 
the risk that individuals will drop out of school, 
swell the welfare rolls, or shuttle in and out of 
the criminal justice system. All of society clearly 
benefits when young children grow up to be 
productive, secure, active citizens. 

Promote a Culture of Responsibility 

The task force recommends that every com- 
munity in America focus attention on the 
needs of children under three and their fami- 
lies, beginning in the prenatal period. We urge 
leaders to marshal resources on their behalf, to 
learn from effective, innovative models, to 
plan carefully, and to measure and report the 
results of these efforts to the public. Because 
many American families with young children 
face multiple risk factors — including poverty, 
unemployment, inadequate housing, and vio- 
lence — we recommend that special attention 
be given to services and supports that benefit 
those most in need. 
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Setting Coals for Effective 
Community Planning 



By undertaking a comprehensive assessment or ''audit" 
of the status of families with children under the age of 
three, a community-based planning group can document 
not only a community's problems, but also its strengths. 
During the planning process, this group should actively 
encourage public input aH discussion in a variety of com- 
munity forums. Reports summarizing major findings 
should be issued periodically to inform the community, 
inspire voluntary commitment, and influence public policy. 
During the planning process, the group should 
Gather data that answer basic questions about the 
characteristics and :»eeds of families with young chil- 
dren, including their numbers, geographic distribu- 
tion, income, family composition, ethnicity and race, 
and environmental risks. What trends are observable 
over the past several years? 

Interview parents, program staff, service providers, 

and public school teachers to pinpoint key challenges 

in their particular community. 

Determine the scope and accessibility of services and 

supports now available to families, including family 

planning, parenting and family life education, child 

care, and pre- and postnatal health care. 

Analyze the public and private sector policies that 

affect parents' ability to balance work and family 

commitments. 

Survey community resources available to families 
with young children, including housing, parks, 
libraries, recrection and drop-in centers, health care 
and child care facilities, voluntary agencies, places of 
worship, and informal assistance. 
Establish clear goals and priorities, and recommend 
interventions that meet those goals. 
Create an ongoing mechanism to monitor the imple- 
mentation of its recommendations. 
Throughout the process, promote collaboration 
among the many institutions and individuals who 
work with families and young children. 



One community that has pulled together a promising 
planning process for meeting the needs of families with 
young children is Austin, Texas. Launched in 1992, the 
Austin Project seeks to mobilize the public and private 
sectors to reverse the decline of several inner-city neigh- 
borhoods. Arguing that conditions for families, children, 
and youth pose "not only a profound moral problem but 
also heavy, rising costs and a threat to the future work- 
force of Austin," Professors Walt and Elspeth Rostow of 
the Lyndon B. Johnson School of Public Affairs at the 
University of Texas, organized a multisectoral group, 
including the mayor of Austin, a county court judge, the 
president of the local school board, and church, corpo- 
rate, and community leaders. In September 1992, the 
group produced a report entitled An investment Plan for 
the Young, documenting its goals and principles. The 
report states that "a strategy of continuous support and 
widened opportunity for families and children at every 
stage of life from prenatal care to entry into the work- 
force must be developed." 

To achieve its goals, the Austin Project developed a 
five-year financial and capacity-building plan, identify- 
ing the care of children from before birth to age eight as 
the community's "most pressing priority." The plan states: 
"It is a vital interest of the whole Austin community that 
every baby born in our city be given a healthy start in 
life." 

The Austin five-year plan includes measurable goals 
and specific progress benchmarks, including reduction of 
the infant mortality rate and of the incidence of low-birth- 
weight babies; increase in the use of nutrition programs 
by pregnant women; better primary health care coverage 
for infants and toddlers; reduction of preventable injuries; 
improvement of child care quality through better provider 
training; and availability of parent education, informa- 
tion, and support to all families. 
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A sustained, systematic effort of this kind 
requires broad-based action at the local level, 
the commitment and imagination of service 
providers, the spirited involvement of Ameri- 
cans from all walks of life, and the support of 
str';e and national government. Without all 
these constituencies on board, communities 
will not be able to develop the "culture of 
responsibility" needed to institute real change. 

Need for Local Leadership 
At the same time, we recognize that leader- 
ship for change must be local. The problems 
of young children and their families do not 
lend themselves to one-size-fits-all solu- 
tions. Communities 
need to develop their 
The bottom line is this: own approaches to cre- 
atine family-centered 

MOST COMMUNITIES DO NOT & ; 

communities, based on 
a strategic planning 
healthy start for OUR process that involves all 

sectors of the commu- 

YOUNCEST CHILDREN. 

nity: parent and neigh- 
borhood groups, gov- 
ernment, business, voluntary agencies, health 
and child care providers, the school system, the 
media, and religious institutions. 

This kind of broad-based effort demands 
strong local leadership— a core of change 
agents who have strong community tics and 
sufficient flexibility to reach consensus on 
goals. In some communities, a citizens group 
or a private/public partnership may already be 
addressing issues of education, health care, or 
family services, and can broaden or refocus its 
agenda to address the specific needs of very 
young children and their families. In other 
communities, forming such a group will be the 
first step. 
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Community Assessments 
The process should begin with a community 
assessment, examining the needs of young chil- 
dren and families, especially those with multi- 
ple risk factors, and the capacity of existing 
programs to meet those needs. 5 Planners need 
to ask such questions as 

• What kinds of preparation for parenthood, 
parent education and support, and family 
planning services are available? Who is ben- 
efiting from them? 

• What kinds of prenatal care are available, 
and how many expectant mothers do they 
reach? 

• How much infant and toddler child care is 
available in the community, and what is its 
quality? 

• What proportion of young children in the 
community receive the full recommended 
course of immunizations? 

• Which public and voluntary agencies serve 
families with children under age three? Are 
they meeting local needs? To what extent 
are their services coordinated? 

• Which factors and resources in the com- 
munity promote or inhibit the develop- 
ment of social networks among families 
with young children? 

• What funds are available from public and 
private sources? How are they being 
expended to serve families with young 
children? How can we improve funding 
mechanisms and achieve greater cost-effec- 
tiveness? 

• What additional resources can be leveraged 
from business, volunteers, and the private, 
nonprofit sector? 
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New Partnerships for 
Community Innovation 



Increasingly, foundations, entrepreneurial invest- 
ment funds, and civic groups are responding to 
the problems of families with young children by 
forming public-private partnerships to support 
innovative, community-based solutions. Three 
examples are particularly noteworthy. 
> The Children's Initiative: In 1 991 , the Pew 
Charitable Trusts, one of the nation's largest 
private philanthropies, established 'The Chil- 
dren's Initiative" — a major grant-making pro- 
gram designed to demonstrate how to 
improve the lives of families with young chil- 
dren on a broad scale. The foundation has 
made a large multiyear commitment to help 
states and communities adopt "a new way of 
working with families, to reshape service 
delivery systems, and to make the investments 
necessary to shift from a crisis-oriented, frag- 
mented, and inadequate approach to one of 
inclusion and effective supports for all chil- 
dren." 

The Pew Trusts are working intensively in 
communities in five states: Kentucky, Florida, 
Georgia, Minnesota, and Rhode Island. Each 
state has organized a high-level leadership 
group and has developed a comprehensive 
plan to achieve four critical outcomes: 
improved child health, good child develop- 
ment, reduced barriers to school perfor- 
mance, and better family functioning and sta- 
bility. Each plan will gauge progress toward 
these goals in terms of specific measures, 
such as a reduced rate of infant mortality and 
reduced incidence of child abuse and neglect. 
The Ounce of Prevention Fund: The 
Chicago-based Ounce of Prevention Fund is 
an example of a new kind of organization 
that draws upon family, community, and gov- 
ernment resources to promote the well-being 
of children and adolescents. Established in 
1982 and initially financed with both state 
and private monies, the fund broke new 



ground in collaborative models. The fact that 
it is a private-public partnership improves the 
fund's leverage with government: support has 
come not only from dozens of corporations 
and individuals, but also from the U.S. 
Department of Health and Human Services 
and several state agencies. 

The collaboration also frees the Ounce of 
Prevention Fund to innovate. The result is a 
strong network of programs, research, and 
advocacy for children, youth, and families in 
Illinois. The fund also operates the much-pub- 
licized Center for Successful Child Develop- 
ment in the Robert Taylor Homes in Chicago, 
the nation's largest high-rise public housing 
development. The center provides services 
and supports to families and their children in 
an environment that many observers consider 
to be the worst public housing conditions in 
the United States. 
• Kiwonis Club Programs: Established civic 
groups are also supporting child-oriented 
programs. Kiwanis International has desig- 
nated young children "Priority One," and has 
asked each of its five thousand clubs to 
develop a project addressing maternal and 
infant health, child care and development, 
parent education and support, or safety and 
pediatric trauma. 

The resulting projects range from building a 
playground for a child care center to distrib- 
uting a safety brochure (translated into ten 
languages) throughout Europe. Some clubs 
distribute books to preschoolers, and others 
offer community education about shaken 
baby syndrome. Several clubs have devel- 
oped videotapes, printed materials, or project 
ideas that have been shared with other clubs. 
Kiwanis divisions and districts have launched 
larger efforts, including immunization pro- 
grams and the establishment of pediatric 
trauma centers. • 
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Eliminate Weaknesses and 
Build on Strengths 

As they look at existing resources, communi- 
ties are likely to find that some programs are 
effective, or would be with relatively minor 
adjustments. It is important not to dismantle 
programs that work or to disrupt networks that 
have been painstakingly established. 

Other programs will prove to be less effec- 
tive. Many are understaffed. In other cases, staff 
members may not have the educatior.M back- 
ground or sufficient training to plan activities 
for children that are developmentally appropri- 
ate, to work effectively with families, or to 
make appropriate referrals to other services. 



Perhaps the most serious weakness the 
community planning process will uncover is 
insufficient coordination among programs 
serving the same families. 6 Forging links 
among these programs should be a top priority. 
Parent education programs will be more effec- 
tive if they are linked to family planning and 
employment/training services. Child care pro- 
grams can serve children better if they link par- 
ents to family service agencies that can help 
them cope with their many responsibilities and 
to neighborhood schools to ensure a smooth 
transition as children move on. 
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These linkages provide a more comprehen- 
sive, family-centered system of supports for 
young children and their families. They can 
also result in a shared information system, mak- 
ing it unnecessary for parents to tell the same 
story over and over again to different profes- 
sionals in different agencies. And most impor- 
tant, this comprehensive system can help to 
seal the cracks through which many young 
children now slip. 

Once services are linked, decision makers 
are in a better position to eliminate duplication 
of services, and to see where new services can 
be added or existing services modified. The 
process may result in more efficient delivery 
mechanisms. For example, a van can deliver 
both medical and parent education services to 
hard-to-reach mothers in high-risk neighbor- 
hoods. 

Emphasizing Results 

Once the assessment is completed and docu- 
mented, the leadership group needs to reach 
consensus on goals, and to define the specific 
interventions that will meet those goals. A 
strong plan will probably include elements that 
benefit families with young children directly 
(such as prenatal care programs or parent edu- 
cation services) and those that benefit them 
indirectly by reinforcing social cohesion within 
the community (such as improving community 
safety, which makes it possible for parents to 
gather). 

A key challenge at this stage is establishing 
credibility by building program performance 
measures into these plans. These measures 
would define quantitative and qualitative 
results. An emphasis on results is crucial tor 
several reasons: 

• It focuses attention on what children and 
families in a particular community need 



AS INDIVIDUALS AH D 
AGENCIES WITH DIFFERENT 
PROFESSIONAL ORIENTATIONS 
WORK TOGETHER, THEY 
MUST DEFINE AND AGREE 
ON SHARED GOALS. 



(such as the reduction of infant mortality, 
more accessible child care, or higher immu- 
nization rates) and 
on how those needs 
were met, rather 
than on the number 
of services provided 
or the number of 
people served. 7 

• It promotes com- 
munitywide efforts 
on behalf of chil- 
dren. As individuals 

and agencies with different professional ori- 
entations work together, they must define 
and agree on shared goals. Collaborative 
relationships are strengthened, and a com- 
munity wide culture of responsibility is nur- 
tured. 

• It may help restore public confidence that 
financial investments are paying off. Opin- 
ion polls show that the many citizens who 
have lost confidence in government and 
other institutions will support new invest- 
ments in human services only when they 
are convinced that the investment is pro- 
ducing the promised results. 

Move toward Family-Centered 
Communities 

The task force envisions a strategic planning 
process that would move communities toward 
a family-centered approach — a cluster ot 
resources and services linked together so that 
more parents can, with efficiency and dignity, 
gain access to essential information and services 
and fulfill their responsibilities to their young 
children. 
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Schools of the 21st Century 
Link Services for Families 

Services to families with young children can thrive in many 
different settings. Many communities are beginning to realize 
the potential of the neighborhood public school as the hub in 
a network of programs serving children under three and their 
families. As a physical plant, the public school is often under- 
utilized, and its location is usually convenient and well known. 
And most residents have a sense of ownership of the school; 
they know that their taxes have paid for it. But until recently, 
most parents never ventured into schools until fiteir children 
approached the age of five. 

Today, we are moving toward an expanded understand- 
ing of the public school's mission that is rooted in the nation's 
first education goal: school readiness. To attain this goal, edu- 
cation leaders are seeking ways to reach families and children 
long before they enter kindergarten. 

An increasingly popular school-based model that links 
community programs for families with young children is 
Schools of the 21 st Century. Developed at Yale University, this 
program reaches out to expectant parents through linkages 
with parent education and family support programs such as 
Parents as Teachers. 

Here's how it works: Parents enroll voluntarily in a home 
visiting program that ensures that, from the moment a preg- 
nancy is known, appropriate information, advice, and ser- 
vices are available. To help parents locate quality child care, 
for example, program staff make referrals to a network of 
family child care homes and child care centers in the commu- 
nity. A school resource center also provides linkages to health, 
nutrition, and other services that parents may need during the 
first three years of their child's life. Once the child turns three, 
the family can obtain quality child care at the school site. 
Before- and after-school child care and educational enrich- 
ment programs are available for children aged five to twelve. 

A resource center at the school, staffed by individuals cer- 
tified in early childhood education, provides ongoing profes- 
sional development for teachers, home visitors, and other 
community providers. 

The program is financed through parent fees, government 
sponsorship, and private donations. Schools of the 21st Cen- 
tury have been successfully implemented in many parts of the 
nation, including Connecticut, Missouri, Texas, Mississippi, 
Virginia, and Wyoming. > 



Each community or neighborhood would 
develop a network of services geared to the 
needs of its families. This network of services 
can and will take many forms, reflecting and 
reinforcing the informal social supports that are 
already in place. But we anticipate that in each 
community, a single institution would become 
the center of the network, ofTering support, 
information, and referrals to families and 
providers. This institution would become 
known in the community as the place parents 
can turn to for information, advice, or ser- 
vice — an institution so useful and so accessible 
that parents and community leaders will won- 
der how they ever got along without it. 

This recommendation reflects a growing 
interest in family-centered comprehensive pro- 
grams. Several recent studies show how a net- 
work of comprehensive programs for families 
with young children serves the needs of differ- 
ent communities. These studies conclude that, 
unlike traditional services, many centers help to 
prevent crises by responding early and flexibly 
co the needs of families and communities; by 
reaching out to families, including those that 
social service bureaucracies often miss; and by 
emphasizing family strengths rather than weak- 
nesses. They are user-friendly, creating home- 
like settings or offering services in families' 
homes. 8 

Create Neighborhood Family and 
Child Centers 

The task force encourages broad experimenta- 
tion with a comprehensive approach through 
the development of neighborhood family and 
child centers. We encourage collaboration 
with local colleges and universities so that we 
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can move expertise on child development 
from campuses to communities; and with local 
businesses and agencies, so that we can move 
expertise on program management from board 
rooms to play rooms. 

As these centers evolve, they can move 
toward providing a full spectrum of services, 
including: 

• Parent education and ongoing support 
groups 

• One-stop access to information about child 
care, schools, health care, social services, and 
a wide range of other community resources 

• Outreach to families with multiple risk 
factors 

• Professional development and technical 
assistance for caregivers and service 
providers 

Some communities may establish new fam- 
ily and child centers; others may choose to 
expand an existing program at a neighborhood 
drop-in center, preschool, health facility, 
library, settlement house, religious institution, 
or community agency. In fact, a family and 
child center could be built on any credible 
community institution and could be financed 
through the expansion and redirection of gov- 
ernment funds, private support, and parent 
fees. Each community should establish its own 
strategy for administering these centers, but it 
is essential that parents and other neighbor- 
hood residents be involved in their develop- 
ment and management. f 

Communities and states throughout the 
nation are experimenting with a wide range of 
comprehensive programs for families with 
young children, including Parent-Child Cen- 
ters, Schools of the 21st Century, Smart Start, 
Healthy Start, Better Babies, Success by Six, 
Avance, and Parents as Teachers. Committed to 



the best of American pluralism and cntrepre- 
neurship, the task force encourages broad vari- 
ation in the implementation of local programs. 

Expand Head Start 

In many communities, however, existing Head 
Stv: programs are a logical starting point for 
the provision of comprehensive services and 
support- for infants and toddlers and their fam- 
ilies. Since 1965, Head Start has combined 
developmentally oriented child care with com- 
munity involvement, support of parents, and 
provision of nutrition, 

health care, and social 

services. Historically, 

Head Start has had a 

limited mandate: it has 

served primarily three- 

tO five-year-old chil- INSTITUTION AND COULD BE 

dren from low-income 



A FAMILY AND CHILD CENTER 
COULD BE BUILT ON ANY 
CREDIBLE COMMUNITY 



FINANCED THROUGH 
GOVERNMENT FUNDS, PRIVATE 
SUPPORT, AND PARENT FEES. 



families who need an 
extra boost to be ready 
for school. And like 
many large-scale pro- 
grams, it has been criticized at times for uneven 
quality. But on the whole, Head Start has 
gained enormous credibility as a cost-effective, 
national program that significantly improves 
chances of early school success. 

Head Start now serves some 700,000 three- 
to five-year-olds each year. But in 1992, Head 
Start served only one out of ever/ twenty eco- 
nomically eligible children under age three. In 
the 1990s, when the nation has become com- 
mitted to school success for all, and when we 
have learned that the fundamental building 
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A Head Start Model for 

THE UNDER-THREES 



In 1 966, a federal government task force estab- 
lished by President Johnson recommended the 
development of a comprehensive service program 
for families with children under three years of age. 
Known as Parent-Child Centers, this initiative was 
conceived as a key element of the newly estab- 
lished Head Start program. Originally, thirty-six 
sites were established in thirty states and the Dis- 
trict of Columbia, but the program was virtually 
eliminated in the 1970s. Since that time it has 
grown slowly; in 1992 there were 106 centers 
serving fewer than 20,000 infants and toddlers. 

Many of the existing centers may act as models 
for Head Start services for the "under-threes." 
One strong program is the Edward C. Mazique 
Parent-Child Center, which operates in one of 
our nation's poorest neighborhoods, not far from 
the United States Capitol in Washington, D.C. 
The Mazique Center serves more than 500 fami- 
lies on a regular basis: 75 percent are African 
American; the remainder are predominantly His- 
panic. The center provides comprehensive, inte- 
grated services and collaborates extensively with 
other neighborhood programs. Its primary fea- 
tures are 

Home-Based Program* Beginning during 
pregnancy, home visitors provide information 
and referrals relating to prenatal care, nutri- 
tion, parenting styles, and child development. 
The program supports parents in their child- 
rearing responsibilities until their child enters 
kindergarten. 

Qualify Child Care. Once their child 
reaches the age of six weeks, parents can 



obtain high-quality center-based child care 
provided by well-trained staff in a develop- 
mentally appropriate program. After the 
child's second birthday, parents may chose a 
preschool child cai3 program with longer 
hours, or the child may remain in the center- 
based child care setting. In either case, the 
child will enter a Head Start program at age 
three. Family involvement is actively encour- 
aged. 

An Emphasis on Adolescent Parents. The 

"junior parents" program is designed for 
adolescent parents (ages 1 3-1 8) and their 
families. The program encourages adoles- 
cents to remain in school by providing high- 
quality child care for children between six 
weeks and three years of age, and by sup- 
porting and guiding the parents' own educa- 
tional, career, and personal options. 
Early Intervention for Children with Spe- 
cial Needs. The center provides a multiser- 
vice approach for children from six weeks to 
five years of age with moderate to severe 
developmental delays or diagnosed disabili- 
ties. The program includes assessment, ther- 
apy, and transportation. 
The center provides other important services, 
including an onsite pediatric medical clinic, career 
development and job training, social services, 
drug treatment, crisis intervention counseling, and 
resource and referral services. It is also engaged 
in research and development activities. 
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blocks of school learning must be in place long 
before children reach Head Start age, that is 
not enough. 9 

In light of new research and experience, 
the task force concludes that Head Start (and 
similar programs) must begin much earlier. 
Although Head Start services have been 
offered primarily to disadvantaged children, 
the program's emphasis on heal'hy develop- 
ment is a sound and effective starting point for 
every American family. 

We recommend that the comprehensive, 
family-friendly and community-based services 
that have characterized Head Start now be 
expanded to provide appropriate services and 
supports for younger children and to be a 
source of consistent support between the pre- 
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natal period and school entry. Beginning with 
the most disadvantaged families, the new pro- 
gram for children under three should include 
home visits, immunizations, linkages to prena- 
tal and other health care, parent education and 
support, and developmentally sound child care, 
as well as nutrition and social services. These 
would equip parents to be the effective first 
teachers of their young children, and could 
link up with adult job training, drug treatment, 
housing, and economic development pro- 
grams. Head Start programs for younger chil- 
dren could be associated with schools, settle- 
ment houses, existing Head Start programs, or 
other community institutions. 
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This recommendation furthers the conclu- 
sions of the Advisory Committee on Head 
Start Quality and Expansion, formed in 1993 
by the secretary of health and human services. 
The advisory committee's report envisions an 
expanded and renewed Head Start that serves 
as a central community institution, but the 
report emphasizes that the quality of services 
must be a first priority. The advisory commit- 
tee's recommendations for enhancing quality 
by focusing on staffing and career develop- 
ment, improving local program management, 



bolstering federal oversight, providing better 
facilities, and strengthening the role of 
research must apply to program expansion for 
families with children under age three. 

In expanding its services to children under 
age three, Head Start should ensure that every 
aspect of the program, particularly staffing, is 
appropriate for infants and toddlers and their 
families. In particular, Head Start needs to 
establish performance standards geared to the 
specific needs of infants and toddlers; to involve 
people trained in early childhood development 
and health in the oversight process; and to 
strengthen professional development and tech- 
nical assistance for local programs. 
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If these quality issues are addressed, an 
expanded Head Start could give new energy 
and new hope to the many committed indi- 
viduals and organizations now struggling to 
ensure that all children might will be ready for 
school and could brighten the future of those 
children who might otherwise fall behind. 

Reinvent Government 

As things stand, families with young children 
are confronted by a fragmented, unwieldy 
array ot services — the result of government- 
sponsored programs launched in response to 
narrowly defined problems or to the circum- 
scribed needs of particular populations. As one 
report notes, "what we have now is a largely 
uncoordinated array of programs and providers 
struggling to deliver services without any 
vision or systematic support to ensure quality 
and efficiency/' 10 

To spark community change that will ben- 
efit families with children under three, federal 
and state governments must help communities 
improve their services and supports. They can 
do so by mounting systematic efforts to sup- 
port local change, by removing obstacles cre- 
ated by outmoded funding patterns and cum- 
bersome regulations, and by mobilizing other 
sectors, including business and the media, to 
make the needs of families with young children 
a high priority. 

Promote Federal Leadership 
In order to focus the leadership and resources 
of the federal government much more sharply 
on the needs of young children and their fam- 
ilies, the task force recommends the following 
steps: 



• Establish high-level federal planning to pro- 
mote state and local initiatives. We recom- 
mend that the President direct a high-level 
federal group to coordinate federal agency 
support for young children and families. 

• Develop consistent federal policy that emour- 
ages experimentation. To facilitate effective 
planning, this high-level federal group 
should compile a 

full inventory of 

the specific obsta- AS THINGS STAND, FAMILIES 
cles that states and W|TH y0UHC children are 

local communities 

„. CONFRONTED BY A 

encounter in their 

efforts to use federal fragmented, unwieldy 

funds to provide array OF SERVICES. 

more effective ser- 
vices and supports to families with young 
children. The cabinet should grant selective 
waivers from federal and state regulations 
or mandates, where appropriate, to permit 
innovation at the local level. 
• Ensure the adequacy, coherettce, and coordi- 
nation of federal programs for families with 
young children. Several recent federal initia- 
tives, including Part H of the Individuals 
with Disabilities Education Act, the Com- 
prehensive Child Development Program, 
and the Family Preservation and Support 
Services Program, represent departures 
from narrow categorical funding and frag- 
mented service delivery. The model pro- 
vided by Part H for young children with 
disabilities, though inadequately funded, 
offers important guidance because , its key 
feature requires that every child eligible for 
assistance must receive an individualized, 
comprehensive service plan. The expansion 
of Head Start to serve younger children, as 
described above, is another essential step. 
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State Councils Lead Action for 
Families and Young Children 



Today, a growing number of states are emphasizing 
early childhood development as a significant new "front- 
end' 7 investment. Most states have embraced the impor- 
tance of getting children "ready for school" and are now 
emphasizing ways to prevent social, health, and educa- 
tional problems before they have serious and costly con- 
sequences. State coordinating councils can be an effec- 
tive way to focus resources and attention on these issues. 
With sustained gubernatorial or legislative leadership, a 
state council can provide impetus for community action. 
In 1 987, Colorado's governor Roy Romer established 
j pioneering early childhood initiative called "First 
Impressions.' 7 The initiative's purpose was to ensure 
that ali of Colorado's children enter kindergarten 
ready to learn. The state has developed a compre- 
hensive pian and has established statewide and com- 
munity councils. The initiative takes advantage of the 
public education power of Colorado's First Lady, Bea 
Romer, who has attended numerous community 
events and meetings. Technical assistance is provided 
to local communities to help them develop new pro- 
grams, pool existing funding to achieve better results, 
and build local leadership capacity among parents 
and advocates. 

The governor has also created a Families and Chil- 
dren Cabinet Council that has broad authority over 
program planning for young children. The group 
consists of high-level representatives from the depart- 
ments of education, social services, health, and men- 
tal health. As part of Colorado's Strategic Plan for 
Families and Children, neighborhood family centers 
that combine health, education, and human services 
in a single location are now being established. Local 
planning teams select the programs and services to 
be offered at the center and work with state agencies 
to combine their resources to implement the plan. A 
dozen communities have organized comprehensive 
centers, and an evaluation is underway to determine 
how well they work. 



!n West Virginia, the Governor s Cabinet on Children 
and Families was created in 1990 to enhance the 
ability of families to "protect, nurture, educate, and 
support the development of their children." Chaired 
by the governor, the cabinet includes directors of rel- 
evant executive agencies, state legislators, and repre- 
sentatives from higher education. Its mission is to 
"reinvent government" by changing the current ser- 
vice delivery system from "deficit models to ones that 
promote health, development, and well-being within 
the family," and by shifting from "crisis oriented ser- 
vices to those that focus on prevention and early inter- 
vention," The cabinet forges partnerships among citi- 
zens, community organizations, business, labor 
groups, local and state government bodies, advocacy 
groups, and members of the religious, education, 
and legal communities. 

The primary vehicle used by the cabinet to reform 
services and supports for young families is the local 
family resource network. Operating with the support 
of a broadly representative leadership group, these 
networks serve thirty -four of West Virginia's fifty- five 
counties. They direct the planning and implementa- 
tion of an improved system of services and supports 
geared to the specific needs of local children and 
families. 

While the cabinet coordinates day-to-day 
improvements in children and family services, the 
Governor's Early Childhood Implementation Com- 
mission is developing a long-term plan to ensure the 
availability of high-quality early childhood services 
to all children, from before birth through age five. 
These services include health and nutrition, family 
support, and early childhood development and edu- 
cation. Working with professional groups, child 
advocates, business leaders, and the media, the 
commission is also charged with rallying broad pub- 
lic and professional support for the plan through 
periodic reports. 
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As it examined barriers to change, the task 
force noted a strong convergence of interest 
between those seeking to focus our nation's 
attention on the needs of young children and 
their families and those seeking to make gov- 
ernment work more effectively on a broader 
scale. Current efforts to "reinvent govern- 
ment/* through such federal mechanisms as the 
National Performance Review and the newly 
established Community Enterprise Board, rep- 
resent opportunities to create more coherent 
strategies and more efficient delivery systems 
for human services, including those directed at 
families with young children. 11 

The Community Enterprise Board is 
potentially a very powerful mechanism for 
introducing new approaches, at the commu- 
nity level, to family-centered social policy. 
This national, cabinet-level board will desig- 
nate up to nine broad "enterprise zones" and 
ninety-five "enterprise communities' 1 that will 
be eligible for federal funding to support a 
range of initiatives: housing, job training, eco- 
nomic development, and social services, as well 
as technical assistance, a variety of tax incen- 
tives, and matching grants to leverage state and 
local resources. The goal is to enable commu- 
nity leaders to solve local problems with fewer 
bureaucratic obstacles, greater flexibility, and 
more emphasis on results. 

The task force recommends that the Com- 
munity Enterprise Board focus its investments 
in communities that are engaged in reforming 
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program strategies related to both economic 
development and human development. For 
example, the board's expenditures on employ- 
ment, economic development, and housing 
programs in distressed communities can be 
effectively leveraged by similar investments in 
social, health, and education services that will 
strengthen families with young children. 



Getting Down to Work 



Mobilize State Government 



States play a critical role by establishing a 
framework for community action. They pro- 
vide support for key services such as child care, 



The changes in community planning and gov- 
ernment initiatives envisioned by the task force 
will take time. Our hope rests with the spirit 
and commitment that the American people 
demonstrate whenever a crisis threatens to 
block our path toward an important goal. We 
size up the problem, mobilize our citizenry, 
and get to work. In Part III of this report, the 
task force offers recommendations and a 
detailed action plan through which all sectors 
of society can work together to support fami- 



health care, family life education, and staff lies with young children, 
training. States also play a vital role in estab- 
lishing program regulations, collecting data, 
and allocating funds. 

The task force recommends that governors 
and state legislatures establish mechanisms, 
such as those in Colorado, New Mexico, West 
Virginia, and several other states, to implement 



Many states already have initiatives that focus 
on school readiness, but few take a compre- 
hensive approach to promoting responsible 
parenthood, developing quality child care 
choices, ensuring good health and protection, 
and mobilizing communities to support fami- 
lies and their young children. 
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States play a critical 
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comprehensive pro- 
gram plans (including 
coordinated financing, 
staff training, and data 
collection) that focus 
on the period before 
conception, the prena- 
tal period, and the first 
three years of life. 



A New Vision: Recommendations 

for Action 



The quiet crisis of families with children under three requires immediate and 
far-reaching action. Persuaded that strong families and communities are 
essential to the healthy development of our youngest children, the task force 
calls for a broad, integrated approach to ensure that by age three all children have had the 
opportunity to reach their full potential and arc ready for further learning. 

The problems facing our youngest children and their families cannot be solved through 
piecemeal action. With the support of vital institutions, both public and private, America 
can develop a coherent family-centered strategy to reverse the quiet crisis. Such a strategy 
must not be limited to governmental programs or business initiatives. All Americans must 
work together. If we do, we as a nation can realize our common values: strong families and 
communities, an informed citizenry, a productive workforce, and a competitive and strong 
economy. Investing in these first three years is fundamentally necessary for children them- 
selves, for their families, and for our nation. It is time to sound — and answer — the alarm 
about the neglect of our nation^ youngest children and their families. 

The Carnegie Task Force on Meeting the Needs of Young Children calls for action in 
four key areas. These areas constitute vital starting points for both children and their fami- 
lies: 

• Promote responsible parenthood 

• Guarantee quality child care choices 

• Ensure good health and protection 

• Mobilize communities to support young children and their families 
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Promote Responsible Parenthood 

One of the most effective ways to promote 
healthy child development is to encourage 
women and men to plan and have children 
under positive circumstances that minimize 
risk for the child. Our nation must foster both 
personal and social responsibility for having 
children. Enabling women and men to plan 
and act responsibly requires a national commit- 
ment to make comprehensive health services 
available and accessible, to educate the public 
about the responsibilities of raising young chil- 
dren, and to support the efforts of parents to 
cam 7 out these responsibilities. 

In order to promote responsible parent- 
hood, the task force recommends that 

• All couples, when considering the possibil- 
ity of having children, should assess their 
age, health, and resources to ensure that 
they avoid unnecessary risks and can pro- 
vide a healthy environment for raising a 
child. All parents-to-be should visit a health 
professional before planning to have a baby; 
this visit should cover the risks of smoking, 
drinking, and other chemical intakes; the 
importance of good nutrition and regular 
exercise; and referrals for existing problems. 

• Adolescents, in particular, should avoid 
unnecessary risks by delaying pregnancy. 
To do so, adolescents need to have other 
age-appropriate life options. 

• The full range of health-related sen/ices, 
including comprehensive family planning, 
prenatal, and postpartum health care ser- 
vices, should be improved, expanded, and 
adequately financed so that services are uni- 
versally available to women as part of a 
minimum benefits package in health care 
reform. 



• Families themselves should be the first 
source of education about parenthood, but 
schools, places of worship, and commu- 
nity-based organizations may also play a 
part. Education about parenting should 
begin in the elementary school years, but 
no later than early adolescence. Such edu- 
cation should cover, in an age-appropriate, 
culturally sensitive manner, human devel- 
opment, models of childrearing, conse- 
quences and responsibilities of parenting, 
available social services and supports, and 
human reproduction. 

• States and communities should direct funds 
to initiate and expand community-based 
parent education and support programs for 
families with infants and toddlers. For fam- 
ilies with high levels of stress and economic 
hardship, parent education and support 
programs must be built into a coordinated 
array of services, such as health care, child 
care, literacy classes, and job training. 

Guarantee Quality Child Care 
Choices 

For healthy development, infants and toddlers 
need a continuing relationship with a few car- 
ing people, beginning with their parents and 
later including other child care providers. Sub- 
stantial and consistent contact with parents and 
other caring adults allows interactions that help 
the baby form trusting attachments and that 
provide a secure base for exploring and learn- 
ing about the physical and social world. This 
basic trust is necessary for healthy development 
throughout life. Infants and toddlers should 
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develop these relationships in sate and pre- 
dictable settings — in their homes or quality 
child care settings. Quality child care means an 
environment that is safe and comfortable, 
where children are cared for in small groups by 
adult caregivers, each of whom is responsible 
for only a few children; caregivers should be 
trained to meet the developmental needs of 
children under three years of age. 

In order to guarantee good child care 
choices that allow parents to balance their child- 
rearing and workplace responsibilities, the task 
force recommends that 

• The Family and Medical Leave Act of 1993 
be strengthened by expanding coverage of 
parental leave to include employers with 
fewer than fifty employees, expending the 
twelve-week leave to four to six months, 
and providing partial wage replacement. 

• The business community and all employers 
should consider adopting family-friendly 
policies such as flexible work schedules, job 
sharing, child care resource and referral 
assistance, on-site or nearby child care, and 
child care for sick children. 

• The federal government should channel 
substantial new money into quality, atford- 
able child care for families with children 
under three. To ensure quality, funding 
should be modeled on the 1990 Head Start 
reauthorization, mandating 25 percent of 
new funds for quality enhancements such as 
improved training, better facilities, and staff 
compensation. To ensure affordability, two 
strategies should be pursued: Federal funds 
should go to child care programs, permit- 
ting them to expand facilities and adopt 
sliding fee schedules; and the Dependent 
Care Tax Credit (DCTC) should be 
refundable for low- and moderate-income 
parents. 



• The federal government should provide 
financial incentives to states to adopt stan- 
dards of quality for child care, to establish 
timetables for the enactment of these stan- 
dards, and to monitor progress toward their 
enforcement. 

• State governments should develop and 
implement consistent standards of quality 
for child care for infants and toddlers. 
These standards should ensure that the 
environment is safe and comfortable, that 
children receive care in small groups, that 
each adult caregiver is responsible for only 
a few children, and that caregivers are 
trained to meet the developmental needs of 
children under three years of age. 

• Every community should develop a net- 
work linking all child care programs and 
offering parents a variety of child care set- 
tings, including homes, centers, and Head 
Start programs. Communities should 
encourage relatives and family child care 
providers to participate in these networks. 

• Federal and state funds should be used to 
promote expanded training opportunities 
for child care providers, including specific 
content on the care and development ot 
children under age three. All providers who 
work with young children should have 
adequate training. 

• Salary and benefits should be improved for 
child care providers. Two methods are 
available to link compensation with quality 
child care: tie higher salaries and better 
benefits to the completion of specialized 
training; and provide incentive or salary 
enhancement grants to child care centers 
and family child care networks. 
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Ensure Good Health and Protection 

When young children are healthy, they are 
more likely to succeed in school and in time 
form a more productive workforce and 
become better parents. Few social programs 
offer greater long-term benefits for American 
society than guaranteeing good health care for 
all infants and toddlers: fewer children suffer 
from preventable illnesses and disabilities, and 
fewer parents bear the burden of caring for sick 
children and paying their medical bills. The 
health care needs of infants and toddlers call for 
services that are broader in scope and that, in 
certain instances, are of greater intensity and 
duration than those designed for older children 
and adults. Good health, of course, involves 
more than medical care. Being healthy also 
means being safe. Infants and toddlers need to 
grow up in homes where they are emotionally 
and physically safe from injury and harm. 
Young children must live in neighborhoods in 
which their families are confident they can 
protect and safely raise them. 

In order to ensure good health and protec- 
tion, the task force recommends that 

• Comprehensive health care services should 
be available to all pregnant women, infants, 
and toddlers as part of a minimum benefits 
package in health care reform. These ser- 
vices must include primary and preventive 
care, including immunizations. Pregnant 
women, infants, and toddlers should be the 
first to be included in a universal system of 
health care. 

• Home visiting services by trained profes- 
sionals should be made available to all first- 
time mothers during the first six weeks of 
the child's life. These visits should provide 
important health services, parenting infor- 



mation, and referral to community 
resources. In addition, more comprehen- 
sive home visiting services should be avail- 
able from the prenatal period through the 
first three yean of life to families who are at 
risk for poor maternal and child health out- 
comes. 

• The Women, Infants and Children (WIC) 
nutritional supplementation program 
should be expanded to ensure that it 
reaches all eligible pregnant and nursing 
women, infants, and children. 

• New public strategies should be developed 
to reduce the incidence of unintentional 
injuries in infants and toddlers. The pre- 
vention of injuries should be made a 
national priority through broad-based com- 
munity efforts to educate parents and other 
adults. 

• National, state, and local laws must strin- 
gently control possession of firearms. Par- 
ents and other adults must be informed 
about the dangers to young children of 
having a gun in the house and must store 
weapons safely if they have them. How- 
ever, many parents will accept or act on this 
only when they arc confident that their 
communities are safe. 

• To reduce child abuse and neglect, proven 
parent education, support, and counseling 
programs should be expanded to teach par- 
ents skills in nonviolent conflict resolution. 
Community-based programs should be 
developed to train professionals to help 
families and children cope with the effects 
of living in unsafe and violent communities. 
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Mobilize Communities to Support 
Youhc Children and Their Families 
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There is a growing recognition that compre- 
hensive community supports and services are 
necessary to ensure the healthy development of 
our youngest children. Unfortunately, com- 
munity services for families with children 
under three are few and fragmentary. And fam- 
ilies of all kinds are finding they need more 
help in balancing childrearing and workplace 
responsibilities, gaining access to the best pos- 
sible child care and health care, and dealing 
with the stresses of raising a young family. This 
is the quiet crisis that threatens the stability of 
community and family life across the nation. 

To reverse this crisis, the old ways of pro- 
viding services and supports must be reassessed, 
and new approaches must be found to ensure 
that every family with a newborn is linked to a 
source of health care, child care, and parenting 
support. To mobilize communities, the task 
force recommends that 

• Every community in America should focus 
attention on children under three and their 
families, beginning in the period before 
conception. Community leadership groups 
should develop a strategic plan that includes 
a needs assessment and clear goals; an action 
plan to strengthen and link programs, mon- 
itor quality, and measure performance; and 
an analysis of how resources can be reallo- 
cated and expanded. 

• Broad experimentation with creating fam- 
ily-centered communities should be under- 
taken. Two approaches appear especially 
promising: 

• Create neighborhood family and child 
centers to provide and enhance services 
and supports for all families. These cen- 
ters should provide parenting supports 
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and education; offer other needed ser- 
vices and access to information about 
community resources, including com- 
prehensive health services and quality 
child care; provide professional develop- 
ment for staff working with families with 
young children; and strengthen collabo- 
ration among the business community, 
advocacy groups, the media, and pro- 
grams that deliver services and supports 
to children and families. 
• Expand and adapt the Head Start model 
to meet the needs of low-income fami- 
lies with infants and toddlers. Beginning 
with the most. disadvantaged families, the 
new programs for younger children 
should include home visits, immuniza- 
tions, other health and prenatal care, 
parent support, and developmentally 
sound child care, as well as nutritional 
and social services. They would also 
equip parents to be the effective first 
teachers of their young children and 
could link up with adult job training, 
drug treatment, and economic develop- 
ment programs. Head Start programs for 
younger children could be attached to 
schools, settlement houses, existing 
Head Start programs, or other commu- 
nity institutions. 
The President should direct a high-level 
federal group to coordinate federal agency 
support on behalf of young children and 
families. This group should assess and take 
action to remove the specific obstacles that 
states and communities face in providing 
more effective services and supports to 
families with children under age three. 



• The Community Enterprise Board, which 
funds community and economic develop- 
ment programs, should also fund programs 
to strengthen families with infants and tod- 
dlers. 

• Governors and state legislatures should 
establish mechanisms to adopt and imple- 
ment comprehensive policy and program 
plans that focus on the prenatal period and 
children under age three. 

A Call to Action 

Parents and experts have long known that the 
first three years of life are crucial to a child's 
well-being and ability to learn. In recent years, 
research has borne out these observations, 
showing that the quality and variety of early 
experiences have a decisive, sustained impact 
on a child's healthy development. We can now 
say with greater confidence than ever before 
that investments in the first three years of life 
will produce lasting benefits for the children 
themselves, for their families, for our commu- 
nities, and for our nation. 

The task force calls upon all sectors of 
American society to join together to offer a 
decent start in life to all children under the age 
of three. 

• We ask the President to direct a high-level 
federal group to review the findings of this 
report, and to ensure the adequacy, coher- 
ence, and coordination of federal programs 
for families with young children. We urge 
him to introduce legislation to expand 
Head Start to serve children under three, to 
strengthen the Family and Medical Leave 
Act, to include pregnant women and 
young children in health care reform, and 
to channel new money into quality child 
care for families with children under three. 
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In the spirit of "reinventing government/ 1 
we urge federal agencies to identify and 
remove the obstacles that states and com- 
munities encounter as they implement fed- 
erally funded programs or test innovative 
solutions. 

We call upon states to convene or form 
child and family councils to review this 
report and consider its implications for chil- 
dren under age three in each state and its 
communities. We urge every state to 
review its legislative and regulatory frame- 
work, particularly standards in child care, 
with a view toward raising the quality of 
existing services and creating incentives for 
local innovation. 

We call upon community leaders to assess the 
adequacy of existing services for families 
with young children (especially those with 
multiple risks), to recommend concrete 
steps to improve and coordinate services, 
and to introduce mechanisms for monitor- 
ing results. We ask them to create or 
strengthen existing neighborhood family 
and child centers in order to meet the needs 
of families with young children. 
• We call upon the private and philanthropic 
sectors, including foundations, to pay more 
attention to families with children under 
three, and to expand their support of initia- 
tives that give our youngest children a 
decent start in life. We urge community 
foundations to support local efforts to direct 
attention and resources to meet the needs 
of young children. 



• We urge educators, working with other 
community agencies, to incorporate ser- 
vices to children under age three in their 
plans for the schools of the twenty-first 
century. We urge a substantial expansion of 
efforts to educate young people about par- 
enthood. We ask educators in secondary 
schools and community colleges to provide 
more training and technical assistance to 
child care providers. 

• We call upon health care decision makers to 
include, in any plan for national health care 
reform, family planning services, compre- 
hensive prenatal care for expectant mothers 
and universal primary and preventive care 
for young children. We ask them to give 
serious consideration to a specific standard 
of coverage and service for young children. 

• We urge service providers in child care, 
health, and social services to take a family- 
centered approach to meeting the needs of 
young children and the adults who care for 
them. We ask them to offer staff, parents, 
and other caregivers opportunities to learn 
more about the needs of families with 
young children, about child development, 
and about promoting children's health and 
safety. 

• We call upon busviess leaders to support 
policies that result in family-friendly work- 
places, in particular strengthening the Fam- 
ily and Medical Leave Act of 1993, intro- 
ducing flexible work schedules, and 
providing assistance with child care. We ask 
corporate leaders who are on the cutting 
edge of these policy innovations to help 
businesses of every size to adopt family- 
friendly policies. 
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• We call upon the media to deliver strong 
messages about responsible motherhood 
and fatherhood and to portray family life in 
ways that further parents' understanding of 
the importance of the first three years and 
give all of us insight into the quiet crisis. 
We urge them to publicize information 
about preventing injuries — the leading 
cause of death and disability of children 
under age four. 

• Perhaps most importantly, we call upon 
mothers and fathers to do everything in their 
power to secure the knowledge and 
resources they need to plan and raise chil- 
dren responsibly. When these resources are 
not available, we urge them to make their 
needs known to government representa- 
tives, community leaders, and service 
providers. 

All Americans must work together, in their 
homes, workplaces, and communities, to 
ensure that children under the age of three — 
our most vulnerable citizens — are given the 
care and protection they need and deserve. 
Nothing less than the well-being of our society 
and its vital institutions is at stake. 
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duced eleven network specials for family viewing on such 
subjects as the adolescence of a deaf teenager and the test- 
ing for drugs in high school. Her most recent project is a 
PBS prime-time special funded by the Natimal Science 
Foundation, Arco, and the Norris Foundation: "Count 
on Me" combines comedy, drama, music, and real-life 
vignettes to encourage parents to participate in their 
child's education, at school and at home, with the 
emphasis on math. 

Kathryn E. Barnard is a professor of nursing and adjunct 
professor of psychology at the University of Washington, 
where she has also served as associate dean of the School 
of Nursing. For the past 30 years, she has been a scholar, 
researcher, and educator with interests m children and 
parenting. She coordinated the risk and prevention group 
for the John D. and Catherine T. MacArthur Founda- 
tion's health network on the transition to early child- 
hood. Her research has focused on the interaction of chil- 
dren with their environment, particularly infants at 
biological and environmental risk. She is president of 
Zero to Three — the National Center for Clinical Infant 
Programs. She is a member of the American Academy of 
Nursing and the Institute of Medicine and has received 
many awards in nursing and public health. 

Owen Bradford Butler is chairman of the board of 
directors of Northern Telecom Ltd.: he was formerly 
chairman of the board of directors of the Procter and 
C iambic Company. Mr. Butler was chair of a subcom- 
mittee of the Committee for Economic Development 
(CED) that produced a policy statement in 1985 on busi- 
ness and the public schools entitled "Investing In Our 
Children." In 19X7 another subcommittee of the CED 
issued a policy statement entitled "Children in Need — 
Investment Strategies for the Educationally Disadvan- 
taged": Mr. Butler chaired this subcommittee as well. A 
graduate of Dartmouth College, he is a director of many 
companies, including Deere & Co.. Armco Inc.. and 
Berlitz International. He is the immediate past chairman 
of the board of trustees of the CED and has encouraged 
the business community to contribute to the knowledge, 
development, and skills of America's children. 
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R.amon C. Corrines has been chancellor of the New 
York City Board of Education since September 1993. He 
left the task force in April 1993. when he began work 
with the Clinton administration: he later became Assis- 
tant Secretary' for Intergovernmental and Interagency 
Affairs in the United States Department of Education. In 
an education career of more than 30 years, Mr. Cortines 
has taught and held administrative positions at virtually all 
levels in the school systems in which he served. He was 
superintendent of schools of the Pasadena (California) 
Unified School District from 1972 to 1978 and again 
from 1979 to 19S4 and was superintendent of the San 
lose Unified School district from 1984 to 1986: he 
headed the San Francisco Unified School district from 
1986 to 1992. Before joining the Clinton administration, 
Mr. Cortines had been consultant professor at Stanford 
University and associate director of the Pew Charitable 
Trusts Forum on School Reform. 

Ezra C. Davidson. Jr., is professor and chairman of the 
department of obstetrics and gynecology .it Charles R. 
Drew University of Medicine and Science, a position he 
has held since 1971. He also holds professorships in 
obstetrics and gynecology at UCLA and Dartmouth 
Schools of Medicine and is chicf-of-scrvicc. Department 
of Obstetrics and Gynecology, at the King-Drew Med- 
ical Center in Los Angeles. A graduate of Meliarry Med- 
ical College. Dr. Davidson has been active in research, 
education, and clinical and public services. He was an 
early contributor to the development of the technology 
of fetoscopy and fetal blood sampling. He was a Robert 
Wood Johnson Health Policy Fellow at the Institute of 
Medicine in 1979-1980. during which time he served as 
a health advisor to Senator Bill Bradley of New Jersey. A 
former president of the American College of Obstetri- 
cians and Gynecologists, he has lectured widely, both 
doniesticallv and internationallv. and has received many 
honors and awards. 

John D. DeardourrT is a cofounder of Bailey. DeardourfF 
& Associates, one of the leading political planning, con- 
sulting, and advertising firms in the United States. Mr. 
DeardouriV has lectured widely on government and poli- 
tics, and he has been a guest on various public affair tele- 
vision programs. He is a consultant to Planned Parent- 
hood and has received the National Women's Political 
Caucus's annual "Good Guy" Award. He is a director of 
the Women's Campaign Research Fund and a trustee of 

Appendixes 



the Children's Defense Fund and of Public Voice, a con- 
sumer advocacy organization concerned with national 
food ami health policy. He is a member of the develop- 
ment committee of the Black Student Fund and a direc- 
tor of The American Political Network. Mr. DeardourfF 
received his M.A. from the Fletcher School of Law and 
Diplomacy and was a fellow of the Institute of Politics at 
Harvard University and a Conroy Fellow at St. Paul's 
School, Concord. New Hampshire. 

Irving B. Harris is chairman of the executive committee 
and director of the Pittway Corporation: he is also chair- 
man of both the Pittway Corporation Charitable Foun- 
dation and the Harris Foundation. A graduate of Yale 
University, Mr. Harris has spent more than 40 years as a 
business leader committed to furthering the interests of 
children and families. As a member of the National Com- 
mission on Children and the Committee for Economic 
Development, he brought the business perspective to the 
nation's deliberations on the human service needs and 
strengths of families. Currently chairman emeritus of 
Family Focus, Inc.. and the Erickson Institute and co- 
founder and chairman of the Ounce of Prevention Fund, 
he h.is received numerous awards and honors. 

John W. Hatch is a professor in the health behavior and 
health education department at the University of North 
Carolina School of Public Health. He received his 
M.S.W. from Atlanta University and his Dr.P.H. from 
the University of North Carolina. For the past twenty- 
one years. Dr. Hatch has been involved in teaching and 
research related to health and development. His area of 
expertise is in health promotion and disease prevention 
with Black church organizations as sponsor organizations. 
Dr. Hatch is the immediate past moderator of the Med- 
ical Commission of the World Council of Churches. 
Geneva. Switzerland. He is a board member of Freedom 
From Hunger Foundation. Physicians For Human 
Rights, and the Baptist Foundation. 

Fred M. Hechinger, senior advisor at Carnegie Corpo- 
ration of New York. h.is devoted much, of his career as a 
reporter, columnist, editor, author, and foundation exec- 
utive to issues of education and policies affecting children 
and society. Mr. Hechinger started his journalistic career 
in 1947 as a foreign correspondent for the Overseas News 
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Agency and the Bridgeport Sunday Herald. He Liter 
served as an education columnist for the Washington Post 
and was American correspondent for the Education sup- 
plement of rhe Times of London and education editor of 
Parents magazine. In 1959. Mr. Hechinger joined the 
Xcw York Times as education editor. He later served on 
that newspaper's editorial board, becoming deputy' editor 
of the editorial page. In 197S. he became president of 
The New York Times Company Foundation and of The 
New York Times Neediest Cases Fund and began writ- 
ing a weekly column. "About Education." He left the 
Times in 1990. Mr. Hechinger is the author of several 
books on education. He has received numerous awards, 
including the British Empire Medal and the City College 
Distinguished Alumni Medal. 

Max M. Heller founded Maxon Shirt Company in 
194S; he retired from the firm in 19f)9 to devote his time 
to public affairs, with particular emphasis on improving 
neighborhoods and human relations through a combina- 
tion of business expertise and community activism. In 
1969. he was elected to the Greenville. South Carolina. 
City Council. In 1971. he was elected mayor of 
Greenville for a four-year term; he was reelected in 1975. 
In January 1979. he was appointed by Governor Riley as 
chairman of the State Development Board, a position that 
he held until July 1983. He is a past president of the 
Greenville Housing Foundation and has served on nianv 
state and national boards. In 19KK he received the Urban 
League's "Whitney Young" Humanitarian Award. 

Shirley Mount Hufstedler is a partner is the law firm of 
Hufstedler, Kaus Ettinger. She received her Bachelor 
of Business Administration degree from the University of 
New Mexico and her Bachelor of Law degree from Stan- 
ford University. Having served as special legal consultant 
to the Attorney General of California in the complex 
Colorado River litigation before the United States 
Supreme Court in I9n()-19M. she was appointed judge 
of the Los Angeles County Supreme Court in 1961. d 
in 1966 she was appointed associate justice of the Cali- 
fornia Court of Appeals. In September 1968. President 
Johnson appointed her Judge of the United States Court 
of Appeals for the Ninth Circuit, where she served for 
eleven years until she became President Carter's secretary 
of education. Since 1981. Mrs. Hufstedler has been 
teaching and practicing law; she also serves on several 
corporate boards. Mrs. Hufstedler has written numerous 
articles on the law. education, government, and national 
and international affairs and has received many honorary 
degrees and awards. 



A. Sidney Johnson III is executive director of the Amer- 
ican Public Welfare Association, which represents all fifty 
state human sen' ice agencies. 8(H) local departments, and 
4.000 individuals. Mr. Johnson was special assistant to the 
late HEW Secretary Wilbur Cohen and was legislative 
aide to Senator Walter F. Morula le; he spent five years as 
staff director of the Senate Subcommittee on Children 
and Youth. In 197ft he founded the Family Impact Sem- 
inar in Washington, the nation's first organization 
devoted to examining the impact of public and private 
policies on American families. From 1982 to 1985 he was 
executive director of the American Association for Mar- 
riage and Family Therapy. In 1988 he was named by the 
Speaker of the House of Representatives to serve on the 
National Commission on Children to review national 
policies affecting children. Mr. Johnson received his 
M.S.W. from the University of Michigan and his B.A. 
from Williams College. 

Judith E. Jones is director of the National Center for 
Children in Poverty (NCCP) and associate clinical pro- 
fessor of Public Health at Columbia University. Professor 
Jones also directs the national program office of the 
Robert Wood Johnson Foundation's new five-year ini- 
tiative "Free to Grow: Head Start Partnerships to Pro- 
mote Substance-free Communities." She had earlier 
served as deputy director, ("enter for Population and 
Family Health. Columbia University, where she designed 
and managed the implementation of comprehensive 
school-based clinics at the middle-school level, as well as 
a widely acclaimed intervention to streamline Medicaid 
certification to increase early prenatal care. Professor 
Jones received her B.A. degree in psychology from 
Hunter College and her M.S. degree in business policy 
from Columbia University. Professor Jones has recently 
been appointed by the secretary of health and human ser- 
vices to the Advisors- Committee on Head Start Quality 
and Expansion. She has served on many national boards 
and commissions. 

Thomas H. Kean is president of Drew University, chair- 
man of the New American Schools Development Cor- 
poration, and chairman of the National Environmental 
Education and Training Foundation. Governor of New 
Jersey from 1987 to 1990. he was a close advisor to Pres- 
ident Bush on education, the environment, housing, vol- 
untccrisni. and other national policy issues. As governor. 
Kean. a former history teacher, initiated nearly forty 
reforms in the state s public education system. Governor 
Kean is the chairman of Educate America and serves on 
the board of the National Association of Independent 
College and Universities. Carnegie Corporation of New 



• 120 



r< 139 



STARTING POINTS 



York, and Campus Compact. He holds .1 B.A. from 
Princeton University and an M.A. from Columbia Uni- 
versity Teachers College, whore he is a trustee, .ind lias 
received many honorary degrees. 

Lorraine V. Klerman ts professor and choir, Department 
of Maternal .ind Child Health, the University of Alabama 
at Birmingham. Professor Klerman also has appointments 
m the university's Department of Pediatrics and Civitan 
International Research Center. She received her master's 
and doctoral degrees in public health from Harvard Uni- 
versity. Professor Klerman has studied and written exten- 
sively about the federal maternal and child health pro- 
gram, adolescent childbcarmg. services for pregnant 
women, school absence, and the relationship between 
povcrtv and child health. She has served on several 
national, state, and local advisory boards; federal study 
sections: and journal editorial hoards. Professor Klerman 
works closely with county and state governments in the 
South on programs related to maternal and child health. 

Ray Marshall, who was secretary of labor under Presi- 
dent Carter, holds the Audre and Bernard Rapoport 
Centennial Chair in Economics and Public Affairs at the 
University of Texas — Austin. He holds a Ph.D. in Eco- 
nomics from the University of California — Berkeley, and 
is the author or co-author of more than 200 books, 
monographs, and articles on such topics as the economics • 
of the family; education and the economy; U.S. compet- 
itiveness in an internationalized economy; labor in the 
South; international workers* rights; and minority busi- 
ness development. His most recent book. 'Hunking for ,1 
Limit?- luliKdthw ami the Wealth of Xations (with Marc 
Wicker), was published in 1992 by Basic Books. 

Vonnie C. McLoyd is a professor of psychology ,u the 
University of Michigan and a research scientist at the uni- 
versity's Center for Human (irowth and Development. 
She received her Ph.D. from the University of Michigan 
m 1975. She has served on the Science Policy Working 
Croup of the Carnegie Council on Adolescent Develop- 
ment, chaired and served on review panels for the Pro- 
gram Committees of Society for Research in Child 
Development (SRCD) and the American Psychological 
Association, and chaired the Black Caucus of SRCD. She 
is a member of the governing council of the SRCD and 
of the editorial boards of several journals. Dr. McLoyd 
was .1 William T. Grant Faculty Scholar in Child Mental 
Health from 198o to 1991. Her recent research tests 
models of the mechanisms by which economic hardship 
affects emotional and social development in African 
America n ado 1 esc cms. 



Deborah Phillips is director of the Board on Children 
and Families of the National Research Council's Com- 
mission on Behavioral and Social Sciences and Education 
and the Institute of Medicine. She is on leave as associate 
professor of psychology at the University of Virginia. Dr. 
Phillips received her Ph.D. in developmental psychology 
at Yale University. She was the first director of the Child 
Care Information Service of the National Association for 
the Education of Young Children and is a member of 
manv task forces and advisory groups that address child 
and family policy issues, including the research task force 
of the Secretary's Advisory Committee on Head Start 
Quality and Expansion of the U.S. Department of Health 
and Human Services. Dr. Phillips has testified frequently 
before Congress on issues of child care quality. 

Gloria G. Rodriguez is founder and national president 
of the Avance Family Support and Education Program. 
Dr. Rodriguez earned her Ph.D. in early childhood edu- 
cation from the University of Texas at Austin. In 1990, 
she received the first "Attitude Award" presented by 
Lifetime's nationally syndicated program "Attitudes" for 
changing public attitudes toward family services. Dr. 
Rodriguez was a charter board member of the National 
Family Resource Coalition (1982-1989), and has acted as 
.1 consultant to the federal government, the Harvard Fam- 
ily Research Project. Georgetown University, and the 
Bush Center at Yale. She served on the Texas Health and 
Human Services Coordinating Council and was 
appointed to Governor Ann Richards' transition team in 
early childhood education; she currently chairs the Gov- 
ernor's Head Start state collaboration task force. 

Kenneth J. Ryan, a graduate of Harvard Medical School, 
has spent more than 25 years in teaching, research, writ- 
ing, and praetiee devoted to improving the reproductive 
health of women. He is chairman of the department of 
obstetrics and gynecology at Brighani and Women's Hos- 
pital in Boston. In the late 1960s he served on the Presi- 
dent's Committee on Mental Retardation, and in the 
1970s he was chairman of the National Commission for 
the Protection of Human Subjects of Biomedical and 
Behavioral Research. He has had a longstanding interest 
111 ethical issues 111 medicine and reproductive health. Dr. 
Ryan has received numerous awards and honors, includ- 
ing the Weinstein Award of United Cerebral Palsy and 
the President's Award of the Society of Gynecological 
Investigation; he has also held office in several profes- 
sional organizations. 
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Jonas Salk received his M.D. degree from New York 
University College of Medicine. The polio vaccine that 
bears his name was licensed for public use on April 12. 
1955. In the early 1960s, Dr. Salk founded the Salk Insti- 
tute for Biological Studies, bringing together scientists and 
scholars from different disciplines who shared a common 
interest in science and in the human implications ot their 
work. The institute began operation in 1963; today, with 
a support statf and research faculty of over 500, it is at the 
forefront in the advancement of knowledge of the com- 
plex biological systems. Dr. Salk has also been assisting 
international health agencies, as well as governmental and 
local health officials, in improving immunization pro- 
grams in developing countries. He has written several 
books about the prospects and alternatives for the human 
future, including Tlie Survival of the Wise. 

Isabel V. Sawhill was a member of the Carnegie Task 
Force on Meeting the Needs of Young Children until her 
designation by President Clinton as associate director, 
human resources. Office of Management and Budget, in 
February 1993. Before her appointment. Dr. Sawhill was a 
senior fellow at the Urban Institute; from 1981 to 1990 she 
was director (or codirector) of tlv institute's Changing 
Domestic Priorities project. Dr. Sawhill's most recent book 
is Challenge to Leadership: Economic and Social Issues for the 
Xcxt Decade, published in 1988. She is a trustee of the 
American Assembly, the Manpower Development 
Researcn Corporation, the Population Reference Bureau, 
and Resources for the Future. Dr. Sawhill attended Welles- 
ley College and received both her B.A. and Ph.D. degrees 
in economics from New York University. 

Lisbcth B. Schorr is a lecturer in social medicine at Har- 
vard University, a member of the Harvard University 
Working Group on Early Life, and director of the Har- 
vard University Project on Effective Services. Her book. 
Within Our Reach: firealiing the Cycle of Disadvantage (with 
Daniel Schorr) has influenced policymakers, practitioners, 
and advocates for more effective human services. Ms. 
Schorr is a member of the National Academy of Sciences' 
Board on Children and Families and the board of the 
Foundation for Child Development. In 1993. Ms. Schorr 
was appointed to the executive committee of the Harvard 
University Project on Schooling and Children. Between 
1978 and 1980. Ms. Schorr chaired the congressionally 
mandated Select Panel for the Promotion of Child 
Health, and in the early 1970s she helped to establish the 
health division of the Children's Defense Fund. 



Sarah Cardwell Shuptrine is president of Sarah Shup- 
tnne and Associates, a health and social policy research 
firm based in Columbia, South Carolina. She is also 
founder and president of the Southern Institute on Chil- 
dren and Families. From 1985 to 1986, Ms. Shuptrine 
was executive assistant to Governor Richard W. Riley 
for health and human services. As chief policy advisor to 
the governor, Ms. Shuptrine served as director of the 
South Carolina Children's Coordinating Cabinet and led 
numerous statewide initiatives on behalf of disadvantaged 
citizens. From 1984 to 1985. she chaired the work group 
for the Southern Regional Task Force on Infant Mortal- 
ity, and in 1988 Ms. Shuptrine was appointed to the 
National Commission on Children by the Speaker of the 
United States House of Representatives. In 1992, she 
cochaired two task forces of the Commission, one on 
establishing family support programs and one on coordi- 
nating services for children and families. 

Michael S. Wald, now deputy general counsel. Office of 
the General Counsel. Department of Health and Human 
Services, was a member of the task force through June 
1993. Professor Wald was Jackson Eli Reynolds Professor 
of Law at Stanford University, where he had taught since 
1967. His research focused on treatment of children in 
the legal system, and he taught courses dealing with pub- 
lic policy towards children. He also drafted the American 
Bar Association's Standards Related to Abused and 
Neglected Children and helped draft the Adoption Assis- 
tance and Child Welfare Act of 1980. His publications 
include The Conditions of Clvldreu in California (1989), for 
which he was the general editor, and Protecting Abused and 
Selected Children (1988) with M. Carlsmith and P. Lei- 
derman. He has served as a juvenile court judge in Cali- 
fornia and has been a member of the board of directors of 
the National Committee for the Prevention of Child 
Abuse and of the National Research Council's Commit- 
tee on Child Development Research and Public Policy. 

Edward Zigler is the Sterling Professor of Psychology, 
head of the psychology section of the Child Study Cen- 
ter, and director of the Bush Center in Child Develop- 
ment and Social Policy. Professor Zigler received his B.A. 
and M.A. degrees from the University of Missouri at 
Kansas City and his Ph.D. in clinical psychology from the 
University of Texas at Austin. Professor Zigler's scholarly 
work addresses mental retardation, psychopathology. 
intervention programs for economically disadvantaged 
children, and the effects of out-of-home care on the chil- 
dren of working parents. He has published widely. He 
was the first director of the Office of Child Development 
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(now the Administration tor Children, Youth and Fami- 
lies) and was chief of the U.S. Children's bureau. He 
helped plan both Project Head Start and Project Follow 
Through, Professor Zigler has served as a special consul- 
tant to numerous cabinet officers and private foundations, 
and he often testifies as an expert witness before congres- 
sional committees. 

Barry Zuckerman is professor and chairman of the 
department of pediatrics at the Boston University School 
of Medicine and director of the Division of Develop- 
mental and Behavioral Pediatrics at Boston City Hospital, 
Dr. Zuckerman has developed model programs involving 
collaboration between pediatricians ,md educators to 
meet the needs of at-risk young children. He is ,1 mem- 
ber of the National Commission on Children, chairman 
of the Section of Developmental and Behavioral Pedi- 
atrics of the Amen can Academy of Pediatrics, and a 
member of many state and national organizations. Dr. 
Zuckerman has conducted research and written exten- 
sively on the impact of biological and environmental fac- 
tors on the health and development of young children, 
especially those living in poverty. 



Linda Randolph, the task force's executive director until 
September 30, 1994, received her M.D. degree from the 
Howard University College of Medicine and her M.P.H. 
degree in Maternal and Child Health from the University 
of California at Berkeley, For seven years, Dr. Randolph 
was national director of health services. Project Head 
Start. In 1980. she became the New York State Health 
Department's Associate Commissioner for New York 
City affairs, and. in 1983, she became director of the 
Office of Public Health, New York State Department of 
Health. In 1990, Dr. Randolph was appointed Professor 
of Health Policy and Management at the State University 
of New York at Albany, and in 1991 she also assumed the 
position of director of the Master of Public Health Pro- 
gram in the Graduate School of Public Health. In Octo- 
ber 1991 . Dr. Randolph was appointed Clinical Professor 
in the Department of Community Medicine. Mount 
Sinai School of Medicine. 



Staff 

Kathryn TaafFe Young, the task force's director of studies, 
is the principal author of its report. Dr. Young received 
her doctorate in developmental psychology from Yale 
University in 1988. She is a visiting research scientist at 
the Bush Center for Child Development and Social Pol- 
icv at Yale University. From 1988 to 1992 Dr. Young 
was a senior program officer at the Smith Richardson 
Foundation, where she directed the work of the Children 
and Families at Risk program. Before that, she was a fac- 
ulty member at Sarah Lawrence College and a Fellow of 
the National Center for Clinical Infant Programs. As a 
developmental psychologist, she has focused on contex- 
tual influences in infant development. Her historical sur- 
vey of the parenting literature identified the extent to 
which scientific knowledge and cultural ideologies about 
infants have been part of expert advice to parent*: the 
vtudy was recently published in Child Development. She is 
currently documenting the nature and role of parental 
beliefs in infant development. 
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